MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS — BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 14921 


+ ge otha rum 
& 3 = M t PORG GRpeaiH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) yf 
Die ts a o. : b. COUNTY 
= 33 Carroll MARYLAND Pennsy lvania Adams 
= Bo b. CITY OR TOWN {IF autside carporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
g 32 RURAL ond give a town) be 
ab | Eee Rural, We festminster 8 Years Littlestown ( 
s oo NA F ITAL {I I \- . 1S RESIDENCE 
Sa 5 one  NSTITUTION t Ufget adew° eerie ing Home eae crc ress oe PARA 
@: Westminster, Md, k. D. yes] No 
{ 
gues 3. NAME OF First Middle Lost 4. DATE Month Yeor 
3 (Type oF print) Alva - Arter peatH §=—-s September 1. 1964 
o 5. SEX 6. COLOR OR RACE | 7. MARRIED [7] NEVER MARRIED. o 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= 3 Jost birthdoy) [Months] Days | Hours] Min. 
Male White — |wivoweo pworceo) | March 26, 1873 rs. 
100. bined Sa oh (Give kind ¢ a ved 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
luring mas rking life, even if retir 
Retized Baines Fara Carroll County, Md, UeSeA. 
FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Uriah Arter Lucinda Leppo 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? 


(Yes. no, or unknown | UF yes, give wor oF dates of service) 


16. SOCIAL SECURITY NO. }17. INFORMANT Address 
20516-4837 | Carroll E. Arter, W. King St, Littlestown, Pas 
18, CAUSE OF DEATH [Enter only one couse per Ijr@yfor (a), (b), ond (c)-] INTERVAL, BETWEEN 
PART I. DEATH WAS CAUSED BY: C) vs a7 
IMMEDIATE CAUSE (a) Cle 


wi DEATH 

LABOR 
' / DUE TO 

Conditions, if ony, which (by 

gove rise ta immediate 


Then please remave carban papers. 


the State Board af Health priar ta burial, crematian, ar remaval, and in any event, within 72 haurs after death. 


gned by the attending physician and campletely filled in U 


IDING PHYSICIAN: The law requires tha? the death certificate be executed within 24 h 


2c. PHYSICIAN'S 
NAME (Type) 


230. BURIAL, CREMATION, 
MOVAL (Specify) 
2 


23b. DATE THEREOF 


9/18/6 


‘23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, tawn, or county) (Stote) 


el Ceme Littlestown, Adams Cow, Pae 


: 
ie couse (a), stating the under. ( OUE TO 
ges lying couse lost. a 
Boe G A Part Il, OTHER SHGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART T[o)]19. WAS AUTOPSY 
SEE 3 ANT", ves] NOPR, 
ia 3 3 20a. ACCIDENT WAS UNDERLYING () 1b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il af item 18.) 
5 & | OR CONTRIBUTING LC] CAUSE OF DEATH 
ged © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
S53 & [20c. TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Hame, form, | 20F. {City or tawn) (County) (Stote) 
bBYg rat Hour 9. m. While Not while foctary, street, office bldg., etc.) | 
2? = Pom. 19 [ot work [7] ot work 
emo i 
e235 21.1 certify that {0) (this haspitel) CS wey area 3 that (I) (we) last 
3 
228 saw the deceased alive an_¢e//\__{ > _ Ma and that deat “M, fram the causes and an the date “Fi bave. 
ss 20. SIGNATU! [DATE 
ed ATTENDING MED. STAFF Flee 
ug M.D Chest PHYS. ry. 
m4 
2 
= 
o 
7s 
o 
o 
a 
8 
a 


TO HOSPITAL OR, 
may be retaines 


a 


250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 
a Tpetiie, [pate SEP | Y folionkey fedge- 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Tien Joa, ps CERTIFICATE OF DEATH 


2. USUAL RESIOENCE (Where deceased lited, If institution: Residence before Bae, 
a. STATE b. COUNTY 

Maryland Baltimore City 
¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


we 


1, PLACE OF DEATH 
a. COUNTY 


Carroll _ MARYLAND 
b. CITY OR TOWN (if outside cor) pore limits, c. LENGTH OF STAY IN 1b 


Pages 1 and 


= 
Ue 
505 
‘27S 
25 
Bae write RURAL and give nearest town) 
£8 Rural- =Sykesville 2 months Baltimore City aye ¥f 
ies d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS é. Tg RESTOBNCE 
pa aes . 
eae / Springfield State Hospital 324 E. 20% Street ves)_no fl 
ss 3. NAME OF First A 
£8 = DECEASEO Irsi Middle Last 4. BRTE Month Oay Year 
ese (ype or print) EDNA ELIZABETH ASHBY DEATH =~ September 30, 19 64 
Ses 5. SEX 6, COLOR OR RACE | 7, MARRIEO [-] NEVER MARRIEO[-]| & OATE OF BIRTH 9. AGE (in years | IFUNOER 1 YEAR |IFUNOER 24 HRS, 
ses Fenmal N 10-1 last birthday) | Months | Oays | Hours | Min. 
EEE male egro wiopweo [7] DIVORCED [J] 15-27 on 
wis 0g; USUAL OCCUPATION (Give Kind of work done) 10b. KINO OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forelpn country) | 12. CITIZEN OF WHAT 
8 25 during most of working life, even If retired) |OUSTR COUNTRY? 
B None Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
= Edward Ashby Mary Johnson 
Fak 15. WAS OECEASEO EVER INU.S.ARMEO FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
Es (Yes, no, or unkown) = alae service) 
5S None Springfield Hosp. Records, Sykesville, Md 
=o 18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
le PART |. OEATH WAS CAUSEO BY: Bronchopneumonia Pepens OEATH 
ES IMMEOIATE CAUSE (a). ee 
=a / OUE TO F Months and 
Conditions, If any, which (b) Laennec's cirrhosis tas 
gave rise to Immediate 
cause (a), stating the VETO O14 cerebral temporal lobe contusions Years 
underlying cause last. (c). 
PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NDT RELATED TD THE TERMINAL DISEASE CONOITIONGIVEN INPART1(a) |19. WAS AUTOPSY 


Chronic brain ir past associated with brain trauma, gross force,| yest no[] 
E HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part Ii of item 18.) 


oR CONTRIBUTING CAUSE OF OEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year 
Hour a. 


20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Home, farm, 
White — Not While 4 factory, street, office bidg., etc.) 


at _work at work 


21. | certify that X) (this hospital) a the mnt d from , 19_64 to____9=30 , 1964, that 1 (we) last 
0 OF 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending phys 


director, page 3 should be detached for use as the bur 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 
should be filed with the State Dept. of Health prior to burial, 


saw the deceased alive 1 = and that death occurred at.22.5QM, fldtfne causes and on the date stated above, 
22a. SIGNATUI ‘! "ge OATE SIGNEO 
TT i} STAFI 
ee Taal mo. Save °C] Gletotor C) pave. (| 9-30-64 
2c. PHYSICIAN'S a ROORESS 
Edmee Reeves, M.D. Springfield State Hospital, Sykesviil 
23a, ee tre 23b. OATE THEREOF Pop Z OF CEMETERY OR GREMATORY- Ss 23d. LOCATION (City, town or county) (State) 
et 
Wyrial | /0-3-64 |My, ALLO) B Lh teres po Tec 
he, OIRECTOR AQORESS Zl a REC" 0 BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 
Geay. Bader 
os at Lelate y L17 E Paolo 2%. F} 


OATE GEF 5 af 


1 s MARYLAND STATE DEPARTMENT OF HEALTH 
ze Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE MEDICAL EXAMINER'S CERTIFICATE OF DEATH 44823 
HEALTH DEPT, 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before ndmission) 
=sccuniiy @. STATE =] b. COUNTY 

SES MARYLAND 
B52 b. CITY OR TOWN (if outside corporate Iimits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOW Outside corporete lirpits, write RURAL end give nearest town) 
g as Bs (6 RURAL and give nearest town) ¥ 
an YAY 
Zio 8 ¢, NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || 9. STREET ADDRESS @. 1S RESIDENCE 
mea ee X | Love ON'A FAR 
Bok £3 ih ecney latest [Aectaw Coctrg~ yes} nof4 
ez a” 3. NAME OF 
3 Bei on Becenere First Middle Les b Day Year 
Zaz = (Type or print} One, x DEATH S$ 19 C¥ 
=e E=e 5. SEX 6. COLOR OR RACE | 7, MARRIED ["} NEVER MARRIED TE OF BIRTH 9. AGE (in re IF UNDER 1 YEAR |IF UNDER 24 HRS. 
72 7 ay) Months | Days | Hours | Min. 
eae a iw“ wipoweD [] pworceoT}| // / _79 yrs. 3 ‘ | 
eos 10a. USUAL OCCUPATION (Give Kind of workdone| 10b. KIND OF BUSINESS OR 11.7 BIRTPLAE 12. CITIZEN OF WHAT 
= £3 = during most of working life, even If retired) INDUSTRY yy, 7 s cou) 4 
So 5 13. FATHER" 
aoe |. FATHER'S NAME 14. MOT 
g rs 
cE 
25 1 Cc? 
<= 15. WAS DECEASED EVER IN U.S. ARMED FORCES? TALSECURITYNO. | 17. INFORMANT Address 
Nc (Yes, no, own) | (If yes give war or dates of service) 


() 
18, CAUSE OF DEATH [Enter only one cause per IIn: {xr {a), INT! net Bi EEN 


PART 1. DEATH WAS CAUSED BY: 7 
: IMMEDIATE CAUSE (a) tng 


” in penci 


F 


rector. Page 4 should be forwarded to the Chief Medical Examiner's Office a 


retained for your files. 
TO FUNERAL DIRECTOR: 


TiAn fe Lt DUE TO 
Conditions, Hf any, which (b) 
gave rise te Immediate 

cause (a), stating the DUE TO 
underlying cause last. {c). 


PART Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) i 


I, cremation, or removal, and in any (3) 


as a burial-transit permit. File pages 1 and 


of Health or its designated agent, prior to burial 


19. WAS AUTOPSY ~ 
PERFORMED? 


yes ["] No LY 


20a. EXTERNAL CAUSE WAS 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Pert 11 of Item 18.) 
PRIMARY fx or CONTRIBUTING [} 
CAUSE 01 TH. 

20d. INJURY OCCURRED. | 20e, PLACE OF ae ene 

While Not while BE ee office bid 


a TIME OF INJURY Month, Day, Year 20f. (City or town) (County) (State) 
at work at work 7 Meet Cz. wel 


Hour a.m. 
21. | certify that 1 took charge of the remains described above, held an Autopsy [_], Inspection x Inquiry [_], and in my opinion 


death resulted from:, Natuyal causes [_], dent bf Suicide [], Homicide [], Undetermined manner [_] 
"Y - CHIEF MEDICAL EXAMINER [_] 


g ASSISTANT MEDICAL EXAMINER [_] a. RED 
DEPU, DICAL e 
EXAMINER'S: ay 


NAME (Type) _—— 
ATION,) 23b., DATE THEREOF 23c. GE. CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (St#ie) 
Lomttina._ Carma | Corbrg lf (op id 
ra 


. : OVAL (Specify) 
* 
K eng ke CY é » 
TS 24, INERAL DIRECTO! ADDRESS: 25. REC'D BY 8 1964 | REGISTRAR’S SIGNATURE 


wre Lee 2% aoe ll Wares fpel\ wSEP_8 1964 fOCmrtic Serge 


farm, 
Cc.) 


MEDICAL CERTIFICATION 


MINER: This certificate should be executed wi 


Page 3 should be used 


)_ 


please execute the certificate, writing the word “pendin 


TO DEPUTY MEDICA 
d 


: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1084? CERTIFICATE OF DEATH { 1224 
Residence im in) 


7. MARRIED [3X] NEVER MARRIED [] 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where daceased lived, If institution: 
. COUNTY a, STATE b. COUNTY 

z Carroll. __ MARYLAND Mary Lan re — 
3 b. CITY OR TOWN [if outside corporete limits, . LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
“A write RURAL end give neerest town) 
3 Westminster 7 days ; 
te d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street eddress) e ees 
3 .¢| Carroll County General . Hospital 18 Berrymans Lane ves [] No Bd] 
5 3. NAME OF First Ride at a “Last 4, DATE ‘Month ‘Dey Yeor 
ne DECEASED OF 
z (Type or print) HERBERT WALTER BALL, SR. DEATH 4g 2o 1964 
ES S. SEX 6, COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In yeers (fF UNDER 1 YEAR| IF UNDER 24 HRS, 
g 
3% 


The law requires that the death certificate be executed within 24 hours after 


@ 
oa 
¢ 
3 
o 
= 
z 
£ 
3 
3 
> 
@ 
3s 
a 
E 
8 
z thdey) Months) Deys | Hours | Min, 
5 Male White wipowED [7] _vivorcep mae 21, 1893 ii) yrs. | | 
5 We. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY BIRTHPLACE (County & Stete, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 
ti 
= Machinist Manufacturing faryland J USA 
a 13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
a 
$e Adrian W. Bali Clara Belle Cooper 
s ees hs WAS. CECE life seg gil FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address a 
52a fes, 90, or unkown) | (Hyesgivewarordatesof service) 
Boe Wo = 215 10 1103 | Mrs. Annie M, Ball, 16 Berrymans Lane Rexptars 
2. pene lees = 2 te vee Steer = 
en: & 18. CAUSE OF DEATH [Enter only one cause per line for (e), (b), end {e).] ~~ | INTERVAL BETWEEN | 
3 a E 3 PART |. DEATH WAS CAUSED BY; (eg - ae Behe DEATH 
a2 pate IMMEDIATE CAUSE (e) (CEREBRAL ASCULAE AceipentT | @3 Pray St 
Bed 
ano A DUE TO 
Sse 
fckEe ‘Conditions tony newhkchi b TERY ScxrERosi S$ GenyeralizedD ERRS 
§ o_NWeRr« , NEF 2. | —— 
23R 5 gave rise to immediete cause 
t sy (a), stating the underlying ( DUE TO 
Che %@ couse last. {e) 
‘. 2 ss Fs PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifa)! 19, ee 
BSy $ —— ee 
$ PPRTERIO SeLepoTic et PUSS __|ves [] No fy 
= 20e. ACCIDENT WAS UNDERLYING (] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Part | or Pert Il of item 18.) 
& ] OR CONTRIBUTING (] CAUSE OF DEATH 
& | UF €ITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Dey, Year 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) 7 q (State) 
g Hote While __Not While factory, street, office bldg., etc.) | 
3 as 19 et work [_] at work 1 


d the deceased from.. Bat, to. 196%, that (we) last 
ASCH... and that death occurred at. UEM, from the causes and on the date stated above. 


21. I certify that ae hospital) Ze 
saw the deceased alive on...........0.0000 


mn ay) ne ATTENDING STAFF eR Be 
M1 PES Ae Pyne > Sf} mp, | PHYS. Ge birector EC] pave, CJ g/2ofF 


22c. PHYSICIAN’S 22d. ADDRESS 
AME. (Type) iy 


23b. DATE THEREOF 23d. LOCATION (City, town or county} (Stete) 


25a. REC’D BY REGISTRAR | 2Sb. yal a TURE 
oar SEP 2.3 pororks 
: 


23a, BURIAL, CREMATION, 23c. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 


|_ Burial Woodlawn _C 


24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 


631 Falls Rd. Balto.Md, 


death. Page 4 may be retained by the hos, 
be filed with the State Dept. of Health prior to burial 


TO FUNERAL DIRECTOR: After this certifi 
director, page 3 should be detached for use 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
20M S-63 


hysician and completely fi 


ithin 72 hours after de: 


rbon papers. 


Then please rer 


transit permit. 


| or attending physician. 
cate has been signed by the attending pl 


director, page 3 should be daieked for use as the 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after + 
death, Page 4 may be refained by the ho: 


: 
e 
= 
& 
= 
= 
Pa 
co) 
Be 
3) 
fa 
= 
a 
ae 
fot 
z 
5 
4 
ok 
B 


VR AIS (4) 
20M 5-63 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any, aay 


MARYLAND STATE DEPARTMENT OF HEALIA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10843 CERTIFICATE OF DEATH 14825 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission} 
a. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryland Montg. Co. ~ 
b. CITY OR TOWN [if outside corporate limits, ¢. LENGTH OF STAY IN 1b ©. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 
Rural-Sykesville l6yr.5mth.20d. Beallesville 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) d, STREET ADDRESS a US SES 
S] Springfield State Hospital Box -35- No street aaa yes [_] NO fi] 
/3. NAME OF First Middle Last 4. DATE ‘Month “Day “Year 
DECEASED CE, 
res at REBA GUSTAVIA _ BEAGLE pear September 1, 164 
5. SEX 6. COLOR OR RACE) 7, a aRRIED Br] NEVER MARRIED [-] | 8 OATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HI 
4 a last prac agit jours i 
Female White wipowep [] pivorceD [_] 04-06-94 [o) gy 


10a, USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign aie a CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


Housewife aa oe eS Leesburg, Virginia U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME — 
John Miskell Lillian Arundle 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.) 17, INFORMANT "Address r 
(Yes, no, or unkown) | (Ifyesgive warordatesof service) 
No 77-09-9084 Springfield State Hosp. Records, Sykesville 
18. CAUSE OF DEATH [Enter only one cause per line for (8), (bj, and (c).) re eae ~ 
IN: 
PART I. DEATH WAS CAUSED BY; 
IMMEDIATE CAUSE (0) C.V.A. Thrombosis. - =e Days __ 
DUE TO 
Conditions, if any, which (b) Generalized arteriosclerosis. Years. 
gave rise to immediate cause . 7 5 . a 
(a), stating the underlying DUETO 
cause last, te) 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tle) 9. WAS ‘AUTOPSY 
=| Schi h ti tat + PERFORMED? 
&|Schizop renic reaction, catatonic type. ves [] No Bl 
# | 2Da. ACCIDENT WAS UNDERLYING [] | 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part I! of item 18.) 
vd ‘OR CONTRIBUTING [1] CAUSE OF DEATH 
U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, 208. (City or town) (County) (Siete) 
8 Hour a.m. While __Not While factory, street, office bldg., ete.) 
= pom. 09 at work al work { 
21. | certify that (if (this hospital) attended the deceased from............. te] ote poe wer 9:4, that & (we) last 


saw the deceased alive on...... 9-1- sel 64 +, and that death occurred 1. 6:8M, from the causes a on the eke stated above, 


Prag O) j ATTENDING STAFF 7a GND 
f mp. | PHYS. =] DIRECTOR 1 pays. Gt _9e1- 64 


22c. NAME Crpea) 22d. ADDRESS 
ws! _Edmee Reeves, M.D. Springfield State Hospital, Sykesvijje 
23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, lown or county) (State) 
REMOYAL (Specify) i 
Burial 9/4/64 Rock Creek Cemetery | Washington, D. Cc. 
24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 25a. REC’D BY REGISTRAR | 25b, REGISTRAR’S SIGNATURE 


Robert A. Pumphrey, Bethesda, Maryland 


Page 4 may be retained by the hospital or attending physician. 


g @ \ 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. ’ 
TO FUNERAL DIRECTDR: After this certificate has been si 


VR A15 (4) 


15M 


ooh 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10844 CERTIFICATE OF DEATH 14826 


rs 
Fa 5 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissjon) 
Shige Cele sl! a. STATE b. COUNTY 
2B Carroll MARYLAND Maryland Monte. one ry ——__. 
+ os b, CITY OR TOWN (If outside corporate Imits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give néarest town) 
ES ee write RURAL and give nearest town) % 
£8 Sykesville 3mos.6dys Silver Spring 5K «els 
3 gon d. NAME OF HOSPITAL OR INSTITUTION (if not In Hospital, give street address) |} d. STREET ADDRESS 6. yet a 
a> 2 
pas | Springfield State Hospital 7903 Chicago Avenue vesL] no bd 
s B= 3. NAME OF First Middle Last 4. DATE Month Day Year 
ry 
ese (ype or print) HENRY HARDEY CISSEL DEATH September _20 19 
See 5. SEX 6. COLOR OR RACE |7, MARRIED [-] NEVER MARRIED[~] | 8 DATE OF BIRTH 9, AGE (In years | FUNDER 1 YEAR|IFUNDER 24 HRS. 
es Bis - last birthday) {Months | Days | Hours | Min. 
BEE Male White WIDoweD vivorceo{_] | 8-8-1878 yrs. 
ee | 10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12, CITIZEN OF WHAT 
2 Bs during most of working life, even If retired) INDUSTRY . OUNTR' 
285 Construction Worker ieton. Maryland (Highland) USA. 
SS eae ; 
= os 13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
ee (Unkeown) Brown 
eS a 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT Address 
2: eye or unkown) | (If yes give war or dates of service) F, 
=e No 21-03-8190 | Records, Springfield State Hospital 
fone 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 De Ea 
ze PART I. DEATH WAS CAUSED BY: 
es £ IMMEDIATE CAUSE (a)___ Bronchopneumonia 
Excl T 2 DUE TO 

Conditions, If any, which __Arteri osclerotic heart disease -Years 

gave rise to Immediate 

cause (a), stating the ( DUE TO 

underlying cause last. «__Generaliz i Years 

Chr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a) 19. WAS AUTOPSY 

ronic brain syndrom associated with cerebral arteriosclerosis, with TMs 


psychotic reaction yes] No Gg 
20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 


OR CONTRIBUTING {7 CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m, 


factory, street, office bidg., etc.) 
p.m. 19 Ane oO ae tae i 
21. | certify that (I) (this hospital) attended the deceased from_O=1—5) + Bragg MpgPa2 0-5, = 19___, that (i) (we) last 
saw the deceased alive o 20 19____, and that death occurred “<M, ffom the causes and on the date stated above. 


22; IGNATI 22b. DATE SIGNED 
f Cg Ll bru 
IC. 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


2 nn, EP Oy NEP SAE ca 9.216) 
Ain oka ines’ ie, mores Springfield State Hospital 


23a, BURIAL, 
REMO 


should be filed with the State Dept. of Health prior to burial, cremation, of 4 


director, page 3 should be detached for use as the bur! 


23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county) Gtate) 


Mt, Zion Cemetery Lui 


DRESS F 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SJGNATURE 
sunt Geongig Avgune| SEP 2 2 196 


CREMATION, 23b. DATE THEREOF 
L (Specify) 


te 23,1964 


4-64 


oh 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10845 CERTIFICATE OF DEATH 14827 


A: 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
iS pa ale 11 PAG b, COUNTY a 
* arro MARYLAND aryland Montgomery Fa 
g b. CITY DR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
2 write RURAL and give nearest town) 

: Sykesvil le dmo .19dyse Silver Spring [5 eee 
g d. NAME DF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 8. Li ST as 
a! 
&. i State Hospital 2711 Bel Pre Road ves] nok] 
= 3. erste First Middle Last 4. DATE Month Day Year 
= 


DEC! oF 
Myagioriprint) ANNA __(NMN) COLELLA DEATH __ September 1] 19 6), 
5. SEX 6. COLOR OR RACE | 7. MARRIED [3X NEVER MARRIED []| & DATE OF BIRTH 3.AGE (In years | IF UNDER 1 YEAR IF UNDER 24HRS, 


Femate White wipweD [-] pivorced{_] 7-27-96 68" i 288 : Pe . Age - 


10a. USUALOCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS DR Ti. BIRTHPLACE (County & State, or forelan country) | 12. CITIZEN OF W, 
during most of working life, even If retired) INDUSTR’ COUNTRY? ys ae 


lease remove car' 
al, and in any event, within 72 hours after death 


ed by the attending physician and completely filled in by the funeral 


3 Housewife Italy Naturalized 
a 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Pietro Antonio Asciaccaferro Nancy Antonio 
15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 

P= 4) (Yes, no, ot unkown) |(Ifyes give war or dates of service) z 
Ee ‘| No Unknown Records, Springfield State Hospital 
as 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
2B PART |. DEATH WAS CAUSED BY: 5 5 pa ey 
5 7 IMMEDIATE CAUSE (a) Bronchopneumonia - arteriosclerotic heart disease| days-years 
£ ; 
3 Ter DUE TO 

conditions, If any, witch o Generalized arteriosclerosis. -years——__ 

gave rise to Immediate 


cause (a), stating the ( DUE TO 
underlying cause last, (©) 


rtificate has been si 


5 
3 
= 
S385 
B85 
$558 
4 a3 
a ao 
~ Sao 
£322 
ese 
i= oe 
= oe " 3 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. pled 
52820 |§ Chronic brain syndrome with cerebral arterioslerosis, with psychotic ves] NO 
Boe, 2 * 
et 5 E ae ae es Caeanad Fer 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
ae 
8 OL. © | (IF EITHER, NOT) IEDICAL EXAMINER) 
2°58 
a 283 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home,farm,| 20f. (City or town) (County) (State) 
Stee (5 Hour am. ea Meee factory, street, officebldg.,etc,) 
2 238 = .m. 19 at work] at work (| 
Bee 21. | certify that (1) (this hospital) attended the deceased re ag, TD eee 19___, that (1) (we) last 
Bese saw the deceased alive on__Q=11—=6),_19___, and that death occurred at<* CM, fromthe causes and on the date stated above. 
“on: 22b. DATE SIGNED 
mo > 
Ze soy fi G ATTENDING MED. STAFF 
a) gs "the del MAD M00 wo. BENS Bintotor C7 pave. Gd 9-11-64 
pol = ICIAN’S: 22d. ADDRESS 4 
Fe.8 | sn°Gal © Springfield State Hospital 
< ze2 | Ere) Agustin’del Campo, M.D. pe 
esoe | kesville,_ 
ge = 3 23a. lat CREMATION, 23p.., DATE THEREOF 23¢, NAME OF ge oe eo 23d. LOCATION (City, town a ew 
2 / ¢ », Ar ? CG a 
* 1 j igs | S Be = Ca - 25. oe BY R Ait ie Ss awk 
24.” FUNERAL DJRECFOR Al S ja. ; q . hi 
VR AIS (4) aa Cf 278 Ks Me. 72.7 tp SEP 196 Para 
15M 4-64 


10 HOSPITAL OR ATTENDING PHYSICIAN: 


The law requires that the death certificate be executed within ¢ hours after death. \ 


ital or attending physician. 


10 FUNERAL DIRECTOR: After this certificate has been si; 


Page 4 may be retained by the hosp 


— 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


. CERTIFICATE OF DEATH 14 22% 
228 i. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admjssion) 
rie SUNY a. STATE b. COUNTY 
27s Carroll MARYLAND Maryland Montgomery 
bak hd b. CITY OR TOWN (If outside cor iperatas limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN ([f outside corporate limits, write RURAL end give nearest town) 
zB. £ 2 Syie RURAL oy ay nearest town) 2 3 3 s 
‘feo Sy. esvi mos «13d: ilver Spring, Maryland (* 
= ge d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give anne SS d. STREET ADDRESS e 2 e@, IS RESIDENCE 
Zor ON A FARM? 
Ses / Springfield State Hospital 14511 Colesville Rd. ves) nobd 
285 3. NAME OF First Middle Last 4 DATE Month Day ‘Year 
2 > azal t, y 
ase (ype or print) ROSSIE me CRAWFORD biath ~=Septembe 1 19 6 
ECs 
Ses 5. SEX 6. COLOR OR RACE 7, MARRIED [] NEVER MARRIED fr] | & DATE OF BIRTH g. 7 {in years | IFUNDER 1 YEAR IF UNDER 24 HRS, 
Bee Male White wipoweD [-] pivoRceD[], 12—1201891 a # by dh Epa ae Pree we 
S55 i della yrs. 
os 10a, USUAL OCCUPATION (Give kind ofworkdone| 10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & abs or foreign country) | 12. CITIZEN OF WHAT 
B25 during most of working life, even If retired) INDUSTRY COUNTRY? 
a ‘) Farmer Maryland U.S.A. 
Zz 13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= 
5 

Bee Charles E. Crawford Laura B. England 
2.5 15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
a ra) (Yes, no, or unkown) | (If yes give war or dates of service) 579— 24-4839 
See Yes WW. 1 Records, Springfield State Hospital 
=2% 18. CAUSE OF DEATH [Enter only one cause per Tine for (a), (b), and (c).1 LM Pe 
ze PART |. OEATH WAS CAUSED BY: . 
Sis IMMEDIATE CAUSE (a)_Bronchopneumonia, bilateral Day 
Ess Vee DUE TO f : . 

Conditions, If any, which w_Arteriosclerotic heart disease Years __ 


gave rise to Immediate 

cause (a), stating the DUE TO 

underlying cause last. {c). Generalized arteriosclerosis 

PART I. OTHER Seer coNTRIBUTING TO OESTH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITIONGIVEN INPART 1(a) 19. WAS ‘AUTOPSY — 
hronic brain syndrome associated with cerebral arteriosclerosis, with| ,,PmRIORMED! 


Yes[] No 


f Health prior to b 


a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [| CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


2Dc, TIME OF INJURY Month, Day, Year 
Hour a.m, 
p.m. 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
While Not While factory, street, office bidg., etc.) 
19__lat work] at work C] 


21. 1 certify that (1) (this hospital) attended the deceased from. se 
saw the deceased alive a and that death occurred 3b STOMP LO WP from the 


22a. 


20F. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


19____, that (I) (we) last 


causes and on the date stated above, 
| 22b. DATE SIGNED 


SIGNATURE 
ATTENDING — MED. STAFF 
Orage Let mp. PHYS. CT pirector (| Pays. Gd} 9-15-6) 


a 
o 
et 
s 
oe 
s 
o 
a 
cS 
Ss 
s 
£ 
a) 
iy 
= 
‘oS 
3 
= 
oa 
3 
2 
a 
a 
= 
3 
= 
a 
Co 
o 
0, 
o 
a 
a. 
s 
2 
rz) 
& 
s 


should be filed with the State Dept. o' 


YSIGIAN'S 220A: Spring tield pate Hospital 
ee Agia del Campo, M. D. | Sykesville : 
URIAL, CREMATION, 290. DATE THEREOF | 25. NAME OF CEMETERY OR CREMATORY 73d. LOCATION = Town oF county) State) 
* ey ROYAL sSpecits) Sept. 17, 1964 Mt, Olivet | Frederick, Maryland 
a ea Fu 1 1352" HS Mont g. ye ee REC’D BY REGISTRAR | 25b. SPSISTRAN SIGNATURE 
eeler Funeral Home ti fc 
vm AIS (a Rockville, whe SEP 17 he Sa nae 


S 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10847 CERTIFICATE OF DEATH 14929 _ 


|. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If ni, Residence before admissign) 


a. COUNTY 
a, STATE b. COUNTY 
Ca RRé bb: (es. MARYLAND Wak Lawd. Atrio RE 
b. CITY OR TOWN [if outside corporate limits, c. LENGTH OF STAYIN 1b || ¢. CITY OR TOWN (If outside corporate limits, writa RURAL and give nearest own) 
ywrite RURAL and give nearest town) 
€ im “Misia Lew Efe. RCo ; 
mds Wigs OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) ~ -d. STREET ADDRESS z A . IS RESIDENCE. 
‘, . ON A FARM? 
ArRRothh (CASS enveRal Benson 4044 ves (ZO [J 
/3. NAME OF am Middle r ane i 


DECEASED 2 
(Type - print) a KR. (Co (74 RT1 ‘ $ 


DEATH Septenbe S 96 


ove carbon papers. Pages 1 and 2 sh 
event, within 72 hours after death, 


ician and completely filled in by the funeral 


5. SEX 6, COLOR OR RACE|7, MARRIED [] NEVER MARRIED [LJ &, DATE OF BIRTH 9. AGE (in yaars [IF UNDER | YEAR] IF UNDER 24 HRS. 
: bithday) (Months| Bays |" Hows | Mins 7 
ak e Ld fei #-e | woowen [J vwvorce [] seat 11, /FO é DF mn. terates | ee ‘eS 
TOs, USUAL OCCUPATION (Give Kind of work | 10b. KIND OF BUSINESS OR INDUSTRY 12. CITIZEN OF WHAT COUNTRY? 
done duyitignnost of working life, if retired) 


of we ; 1, BIRTHPLACE (Cqunty & State, or forsign country) | 12. 
pe a BE =ag liakt-mou CO Dd - x f ey be 


gave rise to immadiata cause 


a 
Ey, 
z eA ae. 
a D 13, FATHER’S NAME 'e 14. er S MAIDEN NAj 
ss : SD: Oe Brkt 
va 
s igs 15. WAS DECEASED EVER INU. RMED FORCES 16, SOCIAL SECURITY NO.} 17. Laer aL im: r <a 
ae g ee [Ifyes givewaror datesofservic L 3 (io 57 
2” o f) mr AALA Draratlp Coch aA, 
£.E —— ee ez == — 2 
ces 18. CAUSE OF DEATH [Enter only one cause per line for (a), ( 5 ~) INTERVAL BETWEEN 
a 55 PART |. DEATH WAS CAUSED BY: t Rn Soe ea 
— IMMEDIATE CAUSE (a) Spel et = =. = — = ——_ 
=e i 
28 ae DUE TO 
aa 
e§ Conditions, if any, which (b) 
3 


(a), stating the undarlying DUE TO. 
aie AE ee te Se fot ee 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBOYING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tia} 


19. WAS AUTOPSY 


Tae Dia 
oe 


20a, ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m. 


20d. INJURY OCCURRED 
While \ st While 


200. PLACE OF INJURY (Home, farm, | 20f. (City or town) t (County) (State) 
factory, street, office bldg., ete.} | 


at work at work 


MEDICAL CERTIFICATION 


19 


21. I certify that (I) (this aaa attended the deceased from. 


saw the deceased alive on and that death occurred at 


22a. SIGNATURE be Bes 
S Maret -. PS Lg—“ornecror Oo Hig o o/3 [6 ve 

22d. ADDRESS 
(yee) DON W/ Ss. He RSE Y | M.D | A conateied At etal 


23a. BURIAL, are 23b. DATE e209 by rae 
; 
tA a OF 


, 19.22% that (1) (we) last 
Y4M, from the causes and on the date stated above. 


death, Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed 
director, page 3 should be detached for use as the burial. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
be filed with the State Dept. of Health prior to burial, 


23¢ AME OF CEMETI OR CREMATORY 23d. JOCATION. {City, town or county) 
[Blaete ru | FE Porspax 
hanger, ge 2 eS StGI a Puen. fh ADDRESS 250, REC'D BY REGISTRAR | 25b. piuerer anes SIGNATURE 
Jp For - tre f Memptrrd, PKA~ oS EP 9 Psat = 6 pal 
4 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


_ _JO84R CERTIFICATE OF DEATH 


1 meSUNTY 7) DEATH 2. USUAL RESIDENCE (Where dacoased lived, If By as Bi) admission} 
2 e. STATE cl, b. COUNTY 
£y¢ Carroll MARYLAND Mm ARRolT he 
>52 b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give noerest town) 
es i write RURAL Ky give neerest town) 
H Z 
38s : Sesville 6 Yenes |x Rural- SYkesvi lle - 
23, d. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give straat address) ) _d. STREET ADDRESS @. IS RESIDENCE 
eas y ¢ A D . ON A FARM? 
Su8A|___Cizgle Drive Circle _Otive ves [7] NO Bf 
= BR oa pee Ge “First Middle = last . DATE Month Dey y ~ 
OF 
5 = £ (Type or print) Clar R " AY DEATH Se pt pt * 4 1964 
ues S. SEX |S COLOR OR RACE|7, s4apRiED [-] NEVER MARRIED [] | 5. DATE OF 8 9. AGE {In Yeors |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
5§= Fe f Wh) t D 3 (892 lest Pee cy Deys | Hours | Min. 
ges emale N te. WIDOWED DivorceD [“] Pee % ial Rg d | 
e328 Oe. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. pre {County & Stete, or foreign a 12, CITIZEN OF WHAT COUNTRY? 
SE > done during most of working life, even if retirad) 
= 3 a 
£3 


‘ LO.SA - 


14. MOTHER’S MAIDEN NAME 


Clarn Stk Mage 


13. FATHER'S NAME fe. 
Fr Anlelin Welle r 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


(Yes, no, or upkown) pre ee a ae rene on 
“No A1?- 36-W27| Me. Hanford Op - Si lee Serva: 
1B. CAUSE OP DEATH [! aie ‘only one ceuse per lina for (2), {b), end (c).] 


PART I. DEATH WAS CAUSED BY; Taker, 4k heal, 
IMMEDIATE CAUSE (e) Capdeats, ect pptesties 


DUE TO 


Conditions, if Kg hich re Lheoorvtvowce! |, Partacdalig) C.97: 


geve rise to immediete couse 


6 


Then, 


ERVAL BE ETWEEN 
ONSET AND DEATH 


ransit permit. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


av. FEB 


a 

(e), steting the underlying DUETO an 

couse lest. ( ap tte Mawd ie Sabb LOT 4 EY 
Zz PART Il. OTHER SIGNIFICANT CONDIT! See gen TQCBEATH BUT NOT MECATEO'TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
= PERFORMED) 
e 
Bhs sccm i) “ila, 
= [20e. ACCIDENT WAS UNDERLYING [1 | 20b, DESCRIBE HOW IN, CURRED. ae tentill 
© | Ae cOCCOENT WAS UNDERLTING | Zon! Desa INJURY OCCURRED, (Enter nature of injury in Pert | or Pe Il of item 1B.) 
G | (iF EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, ferm, | 201. (City or town) (County) (Store) 
a Hour a.m. While Not While fectory, street, office bldg., ete.) | 
= y ot work ot work t 


, that (1) (we) las 
from the causes and on the date stated above 


NG. STAFF ae SIGNED 
—— | ATTEND! MED TAF! i 
Mp. | PHYS. (1 pirector [J pxys. (] 


22d. ADDRESS 


22c. PHYSICI 


NAME (Type) Howard E, Hall _Mo 


23, BURIAL, CREMATION, 9 DATE api 
et ad 


23c, NAME OF CEMETERY d CREMATORY "S LOCATION (City, “| or =i] 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending ph’ 


IO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the burial- 


ee Pad 
YR AIS {4) 
20M 8-63 


) 
g- 9- ¢4 a. esvi fle, We - an 
24 hn DIRECTOR'S i! 2 ADDRESS 2Sa, ae BY ais “iOBH ay es Lodge 


\ 


ian and completely filled in by the funera 


ve carbon papers. Pages 1 and 2 


gned by the attendin: 
Then ple 


-transit permit. 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


ap - 


death. Page 4 may be retained by the hospital or attending physician, 


TO FUNERAL DIRECTOR: After this certificate has been si: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the burial 


YR AIS (4) 
20M 5-63 


vent, within 72 hours after death. 


MARYLAND STATE DEPARTMENT OF HEALTIA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, manta 3 4 


10849 CERTIFICATE OF DEATH 
Te Passa 6 EEN 8 2, USUAL RESIDENCE (Where deceesed lived, If institution, Residence before edmission) 
i 3 ¢, STATE b. COUNTY 
MARYLAND || _ a { ~ 


b. CITY OR TOWN [if outside corporete limits, 


write RURAL efd give ngarest Te 2 


¢. LENGTH OF STAYIN tb || c. CITY OR OWN Ilf outside comporote limits, write BMRAL ond give neerest town) _ 


JAME OF HOSPITAL OR INSTITUTION (if not in pespitel, give street eddress) d. STREET ADDRES: S RESIDENCE 
‘ ON A FARM? 
Ua - bee at ves [] NO EV 
OF “First Middle” ast 4. DATE ‘Month ‘Dey Yer 


_ Mirian irk Dof/ | Si Lend | 19 GY 


6. COLOR OR RACE|7, MARRIED [] NEVER MARRIED [] | 8 DATE OF BIRTH 9. AGE (In Goors [IF UNDER YEAR| IF UNDER 24 HRS, 


White WIDOWED pivorcen [] Dee 1@:/P7 2 bet ES ah Ba | a 


kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stele, or foreign am Att 12, Des OF WHAT COUNTRY? 


22 Ms a . | Bat ty. mele G why Phauy Jeon 
= U4, MOTHER'S MAIDEN NAHE 
Ee“ idir Kk 


ae Ke Catherine] Ah i: 
DECEASED EVER IN U.S. ARMED FORCES? jé. SOCIAL SECURITY NO.| 17. INFORMANT fi dress 
‘or unkown) | (If yes give weror detesofservice) 

12; 19-36-2740 


ah to Dol, Naw tte lenn, 
18. CAUSE OF DEATH [Enter only one couse per line for (e), (bi, = — 


~) INTERVAL alee “i 
PART |. DEATH WAS CAUSED BY: 


ONSEP AND DEATH 
‘ IMMEDIATE CAUSE (e) ee jaan Lecielinf —— wa ~— 
Conditions, if eny, which Bh, <buoley', U. 


geve rise te cause 
(e), steting the underlying pms 
cause last. (o 


Months Deys 


(Yes, ni 


PART Ii. OTHER Deeks, ¢ ‘heme CONTRIBUT, TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a) 19. pe aS 
yes [] NO far 


200. ACCIDENT WAS PReahed Q 

OR CONTRIBUTING [) CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Dey, Yeer 
Hour @.m, 


20b. DESCRIBE HOW INJURY eet {Enter nature of injury in Pert | or Pert Il of item 18.) 


20d. INJURY OCCURRED 
While __ Not While 
et work ot work 


20. PLACE OF INJURY (Home, ferm, ; 20f. (City or town) _ 7 (County) (Stete) 
fectory, street, office bldg., atc.) fh 


MEDICAL CERTIFICATION 


19 


ify that (i) (this hespital) ie the deceased fro 
saw the deceased alive o1 £ 


22e. SIGNATURE 


(we) last 
, from the causes and on the date stated above. 
22b. DATE 


alte! S WN rap J. M.D. fi a te DIRECTOR lat a o ia 
NAME (Type! W.- H 6 AL re MO wi of reat salad Ve 


73a. BURIAL, CREMATION, | 23b. DATE THEREOF Tae. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Ly, 
Ray (Specify) 


Frederick, Maryland 


Burk jount Olivet Cemetery 
* ADDRESS 25e, REC’D BY REGISTRAI 5b. MP lioel, SIGNATURE eS 
ert ¢ oy Frederick, Maryland |puSEP 1 8 "oad (Charley Pe ua 


1 


FOR STATE 


HEALTH DEPT 


essary, 


funeral 


@ 


ficate should be executed within 24 hours after death. If any delay 


TO DEPUTY wl EXAMINER: This certi 


may be 


PM3. Page 5 
and 2 with the State Departmen 
vent within 72 hours after de 


in Item 18. Give Pages 1, 2, and 3 to the 


Examiner's Office along with form 


in penci 


fF 


“pendin 
ge 3 should be used as a burial-transit permit. File 


Page 4 should be forwarded to the Chief Medica 


retained for your files. 


TO FUNERAL DIRECTO 


it, prior to burial, cremation, or removal, and 


o 
a 


lease execute the certificate, writing the word 


p 


director. 
of Health or its designated agen’ 


VR AISME 
3500 4-64 \S 


4 
~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MAI VigNe 9 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlsslon) 


Sacha a, STATE b. COUNTY 
Carroll MARYLAND aryland arrett 
b. CITY OR TOWN (If outside corporate limits, | c. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) ' “f 
(rural) Sykesville,Mda. |33y Om 06a (Rural) Accident UX ‘x 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
Springfield State Hospital -- yesL]_ nof¥ 
3. NAME OF | First Middte Last 4 DATE Month Day ‘Year 
Ciype oF print) John Robert Durst ced September 1 1964 
5. SX 6. COLOR OR RACE | 7. MARRIED |] NEVER MARRIED EX] | © OATE OF BIRTH 9, AGE (In years | IFUNDER 1 YEAR IF UNDER 24HRS, 
Oo last irda Months | Days | Hours | Min. 
Male White wipowep [-] pivorceo{]| May -=- 1908 5G yrs. 
10a. USUAL OCCUPATION (Glvekind of work done) 100. KIND OF BUSINESS OR Ti. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even if retired) INDUSTRY COUNTRY? 
unknows unknown Maryland S.A. 


13. FATHER’S NAME 


Joe Durst 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
(Yes, no, er unkown) | (Ifyes ive war or dates of service) 
unknown | -- 


18. CAUSE OF DEATH [Enter only one cause 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


42 wi DUE TO 


Conditions, If any, which ). 


14. MOTHER'S MAIDEN NAME 


Martha Spiker 
17. INFORMANT Address 


Hospital Records 


16. SOCIAL SECURITY NO. 


é for (a), (b), and (c).2 pERVA B TWEEN 


gave rise to tmmedtate 
cause (a), stating the DUE TO 
underlying cause tast. ©. 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) [18. WAS AUTOPSY 
= — eo ae 
3 Mental Deficiency (Familial or Hereditary) Severe ves [} oh 
1 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
& | PRIMARY (1 or CONTRIBUTING [J 
Gi) CAUSE OF DEATH. _ = 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
2 Hour a. factory, street, office bldg., etc.) 
5 While, — Not While 
= -- . -- 19 at work] at work |] 
21. I certify that | took charge of the remains deseribed above, held an Autopsy [_], Inspection [_], Inquiry [_], and in my opinion 
death resulted from: fient (_], Suicide ["], Homicide (], Undetermined manner [] 


CHIEF MEDICAL EXAMINER [_] 
ip DSSISTANT MEDICAL EXAMINER al 
DEPUTY MEDICAL EXAMINER 


22. DATE SIGNED 


EXAMINER'S, 
NAME (Type) town, Or cou! 


W. Glenn Speic M.D. Address (Street, city, 
23a. BUR REMATION,| 23b. DATE THEREOF ic. ANA SSB R 3d. LOCATION (City, town or county) (State) 
Be tee ee Vo ; ut, Kelbeure. WA. 


24. FUNERAL DIRECTS *D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


Vas 


that the death certificate be executed within 24 hours after death. 


ires 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requ 
Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


YSICIAN’S 


"Pai. -RODRESS Springfield she “Hospi tal 


3 J 
£8 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resldente betorta n) 
an ee any a, STATE b. COUNTY 
202 arro MARYLAND Mary] and Bal ‘4 Roe Ci far 
bade b. CITY OR TOWN (If outside co line limits, c, LENGTH OF STAY IN 1b |f c. CITY OR TOWN (If outside corporate limits, wri and give nearest town) 
Be 2 “Sehees mie nearest town) lim 18 Ba}t 3 
ze Sykesville YTS e OS Se amore . berg 
4 an d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give streat address) || d. STREET ADDRESS 8 ase 
ian 2 a 
eRe / Springfield State Hospital 3010 E. Fayette St. ves] nok] 
s S = 3. Hs First Middle Last 4, Pate Month Day Year 
ry 
282 (Type or print) LENA MAE DYER cei September 8 19 Sh 
Sek 5. SEX 6. CDLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[] | & DATE OF BIRTH 9. “AGE (In years | IFUNDER I YEAR|IF UNDER 24 HRS, 
we> a last birthday) Months) Days | Hours | Min. 
Bags Fenale White WIDOWED [qj pivorceof] | h=h-1878 yrs. 
BRS 10a, USUALDCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS DR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
S35 we most of working life, even If retired) INDUSTRY COUNTRY? 
S25 ousewife New York 
Pac>s 
29¢ 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
a 

55 
0 : 
2 al Irvin Weeks Sara Elizabeth New 
BS 15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 
E== o ere or unkown) | (Ifyes give war or dates of service) A 
See 220-03-h757__|Records, Springfield State Hospital 

ws 
S25 18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 
Bes PART I, DEATH WAS CAUSED BY: F Lg a 2! 
SES IMMEDIATE CAUSE (a) Bronchopheumonia Eh. 
or 
Gas 3 DUE TO 
355 Conditions, If any, whlch mArteriosclerotic heart disease Years 
Sue gave rise to Immediate 
Bee cause (a), stating the ( DUE TO 
2 ge 2 underlying cause last, (c) 
== |S] PARTI. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) |19. WAS AUTOPSY 
285 /le¢hronic brain syndrome with senile brain disease, with psychotic ee T NO 13 
3. oO s 
==5 = 208. ACCIDENT WAS UNDERLYING [| 205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part IT of Ttem 18.) 
8a 
S243 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

om 
£28 3 | 20c. TIME OF INJURY Month, Day, Year | 2Dd, INJURY OCCURRED ] 200, PLACE DF INJURY (Home, farm,| 20F. (Clty or town) (County) Gtate) 
Lee 4 Hour am. White Not while factory, street, office bidg., etc.) 
£2 3 = p.m. 19 at work at work 
= 3 . A 
see 21, | certify that (I) (this hospital) attended the deceased from_2—-20-00 19___, that (I) (we) last 

+. . 
25 saw the deceased alive on__9—6-6); _19__, and that death occurred ate OOH m the causes and on the date stated above. 
= 22a. SIGNATURE a 22b. DATE SIGNED 
se ATTENDING MED. 

£3 MO. (CO Biitoror C1) pave. fel | 9-8-6), 

*o 

mS 

2s 

pays 

3G 


AME (Type) Agustin del C. o, M.D. Sykesville, Maryland 
23a. BURIAL, CREMATION,| 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION Hy town or county) (State) 
MONA (spect \P-rd- oy Le OM ONS INEOODIIT ET Cy, vee OWT Mp. 
8 24, FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S li dauttie 
masa QN\ He Ried FORA Moe, Bernt, MDs| we SEP 14 1b 4 [Clon fedge. 
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The law requires that the death certificate be executed within . hours after death. 


hysician. 


Page 4 may be retained by the hospital or attending p 
TO FUNERAL DIRECTOR: After this certificate has been sign 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION oF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MY 4 


S 10852 CERTIFICATE OF DEATH i‘ 
= > 1. we OF DEAT 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
ae “ Carroll a. STATE b. COUNTY J 
e's MARYLAND Marviand Washi ae 
S85 B. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN'(If outside corporate limits, write RURAL end give nearest town) 

= sf 
pS write RURAL and give nearest town) 
Bs 2 &é E 
= 3 Syke sville 16 days Rural - Rohrersville ie oa 
zn d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) || d. STREET ADDRESS aes TS RESIDENCE 
es. : 4 
Fas Springfield State Hospital Route #1 ves K]_nol] 
2ss 3. rere First Middle Last 4 ap Month Day Year 
2 > 
ese (Type or print) THEODRE GUY EAKLE DEATH = September 2) 19 6h 
aes 5. SEX 6. COLOR OR RACE | 7. maRRIED [7] NEVER MARRIED fg] | & DATE OF BIRTH 9. RGE (In years al i Pros 
Bee Male White wiDoweD [-] pivorceo[]| 11-25-08 sok a ie 
aov yrs. 
enue 10a, USUAL OCCUPATION (ive kind of work done) 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 
= Su during most of working life, even If retired) DUSTRY COUNTRY? 
ge None land U.SA-» 
= st] S13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

Ss 
BRE . Allen C. Eakle Clare May Rohrer 
28 15. WAS DECEASED EVER IN U.S. ARMED FORCES? i $0C 0. | 17. INFORMANT ‘Address 
£2 So (Yes, no, or unkown) ieee iil 2 ign 
Rie No Records, Springfield State Hospital 
Soe 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
see PAR OE eS SY bays 
wES a)_Bronchopnenmonia— 
Ani HQC. DUE TO 

Conditions, If any, which o_Arteriosclerotic heart disease Years 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause tast, «Generalized arteriosclerosis Years 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART1(a) [19. WAS AUTOPSY 
= eet neater * 
0 {8 Hydrocephalus. CBS due to cerebral arteriosclerosis ves] NO 
 |/202. ACCIDENT WAS UNDERLYING 20, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part It of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DI 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
& | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (state) 
a Hour While Not While factory, street, office bidg., etc.) 
& 
= at_work at work CJ 
21. 1 certify that (1) (this hospital) attended the deceased from_Q—R-6), _, dtrsg' ——, that (1) (we) last 
saw the deceased alive on 2h 19 and that death occurred a' nt the causes tN on the n the date stated above. 
22a. 22b. DATE SIGNED 


wp. PRS "°) Bitoror (PHYS. a 9-2-6, 
224. ADDRESS Springfield State Hospital 
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23a. REMOVAL tepecity 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ‘23d. LOCATION (City, town or county) (State) 
Burial 9-27-64 Locust Rural Rohrersvil 
24. FUNERAL DIRECTOR ADDRESS 


John H. Bast, Jr. 112 N. Main Boonsboro, Md. 


258. REC'D BY REGISTRAR | 25b. REGISTRAR'S SI ete 
oe SEP 2.8 fOteorloy Jey 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within é hours after death, \ 


TO HOSPITAL 0 


mM 
vrais (a) WS 
15M 4-64 


=—- 


hospital or attending physician. 
After this certificate has been signed by the attending physici 


Page 4 may be retained by the 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARE 5 


2 CERTIFICATE OF DEATH 


aN 
oS 
228 1 Hens eae 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence = ae 
, a. STATE b. COUNTY 
278 Carroll REVERAND Maruland Balto. City 
= a b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
BE 2 write RURAL and give nearest town) 18yrs 8m022 d: Baltimore 
i loge wat eOR YA le Daf 4 é 
3 ex 4 dN D INSTITUTION (If ie In hospital, give street address) || d. STREET ADDRESS @. IS RESIDENCE 
Sec [5 Springfield State Hospital 200E, Madison &t. ONIA TERE 
ae yes) not 
ase 3. NAME OF F 
2 z = DeOEASeD Charles 2 me Hanzi ie 4. Ree Wart"y 9-6), Day Year 
‘3 Se (Type or print) % DEATH 19 
S 
See 5. SEX 6. GOLOR OR RACE | 7, MARRIED [~] NEVER MARRIED 8. DATE OF BIRT] 9. AGE (In years | IF UNDER 1 YEAR|IF UNDER 24HRS, 
33% Male White O oO = 10 he Tage birthday) Months | Days | Hours | Min. 
= WIDOWED [_] DIVORCED f&] yrs. 
c 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
& during most of working life, even If retired) INDUSTRY ae J OUNTRY? 
i linknown Baltimore City, Maryland U.S.A. 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Charles Hanzlix Mary Kirdna 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIAL SECURITY NO. 


a RMANT 
(Yes, fo” unkown) |(Ifyes give war or dates of service) Sera fs we Hospital Records 
Hi : 

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 EEN 

PART I. DEATH WAS CAUSED BY: Syncope CHSET ANP 

IMMEDIATE CAUSE (a). nd z 
DF IK oueto Cardiac Farias Week 

Conditions, If any, which (b). 


gave rise to Immediate k - 
cause (a), stating the? DUETO Passive conjestion of Liver and lungs 
underlying cause last. (©) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(e) |19. ten AUTOPSY 


FORMED? 
Trauma tic chosis with st-traumatic Mental deterioration and E 


xox) 
20a. ACCIDENT WAS _UNDI ar Sel 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 


for use as the burial-transit permit. Then please remo 


f Health prior to burial, cremation, or removal, ani 


MEDICAL CERTIFICATION 


25 OR CONTRIBUTING) CAUSE OF DER 
Een {iF EITHER, NOTIFY MEDICAL EXAMINER) 
S 
sa 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
og Hour a.m. factory, street, office bldg., etc.) 
2 ut . While oO Not wile] 
BE p.m. 19 at work at work 
ee 21. | certify that () (this hospital) attended the deceased a 19__, to_Sept, 19 19_6],, that (I) (we) last 
eis saw the deceased alive o 19___, and that death occurred aff: 30MM from the causes and on the date stated above. 
SF 22a, SIGYATURE 22b. DATE SIGNED 
= ATTENDING MED. STAFF i 
5 Ss OWRD We no, Pe SO Bintoror C1 Pivs. 9-19-64 
qak 220, PHYSIPIAN’S 22d. ADDRESS 
~2 s s 
Fa g2 nametype) Franciscfy Gnecc6, M.D. Springfield State Hospital, Sykesville 
Ree 23a, BURIAL, CREMATION, 23b. DATE THEREOF 230, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (city, town or county) State) 
2 
eee REMOVAL (Specify) ; 


‘ 
\ 


9/22/64. 


24. FUNERAL DIRECTOR ADDRESS 
Leonard J. Ruck Inc. Balté. 14, Md, | 


MARYLAND STATE DEPARTMENT OF MEALINA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


3 CERTIFICATE OF DEATH 4 
a 12836 _ 
ie Se zw ae RESIDENCE (Where decoased lived, If institution: Resid 
SM poconcie a. Ges 11 2. STATE b. COUNTY 
£ £35 oe 2 MARYLAND aryland Wi 
Pha b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporete limits, writa RURAL end give neeres! town) 
o gk write we and give nearest town) s 
& p8s (Rural) Sykesville Yo 7m -2a Baltimore, 11 j 
eee 2 * d, NAME OF HOSPITAL OR INSTITUTION (if no! in hospital, give stree! address) d. STREET ADDRESS. — a 2 . Paes 
3 SS 
3 3e20 [5 ringfield State Hospital 3432 Elm Avenue ves (] No Bal 
2 = an 3. NAME 03 oe First Middle —ar os. 4 RTE Month “Dey ‘Yoar 
3 
o a rt . 
Emowe (Type or print) Robert Michael Herrmann DEATH 9 8 19 64 
22 3 3 5. SEX 6 COLOR OR RACE/7, MARRIED [iE] NEVER MARRIED (| & DATE OF BiRTH 9. RS IF UNDER 1 YEAR| IF UNDER 24 HRS. 
a 4 Months) Deys | Hou Min. 
eis e § male white | wioowep[] _ pivorcen [7] 63 ya. he | ‘ 
43 & 33 Ge. USUAL OCCUPATION ( ind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, Tee ee cd (County & Stete, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= BE> done during most of working life, even if retired) 
8 2£6 Laborer -4- --- Maryland USA 
€ 3 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME i al 
Ey 7 
7. 4 Michael Hermann Mary Covey 2 
i 28 a 15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT "Address 
Sees (Yes, no, or unkown) | (If yes givewerordetesofservice} 
£225 Unknown unknown Springfield State Hosp. Records 
wo > E oq 18. CAUSE OF DEATH [Enter only one causa per line for (a), (b), end (c).} INTERVAL BETWEEN 
£2255 ONSET AND DEATH 
Soi © PART I, DEATH WAS CAUSED BY: ? 4 
get-¢ IMMEDIATE Cause le) Acute congestive heart failure ot hee 
Sanus 
32% 58 ; DUE TO 
ee 4 bs Z : . . . ee 
ceees Conditions, if any, which w__Chronic aortic valvular disease with aortitis| Years 
ee geve rise to immadiate cause oe 
Bote {a), stating the underlying 
E Sess ceuse lest. > = {e) i. 
SBS8Sso Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Htel| 19. WAS. AuTorsy 
OGee, 7/2 5 " a . 
ae $5 .4|sPsychosis with syphilitic meningo-encephalitis Sie 2) INES | 
5 % |= | 200. ACCIDENT WAS UNDERLYING i item 18. ay rz ri 
Reuse & | Or CONTRIBUTING 11 CAUSE or IS F.| 20b. DESCRIBE HOW INJURY OCCURRED. (Enfor natura of Injury in Pext | or Pert Il of item 18.) 
oz cs Re © [(IF EITHER, NOTIFY MEDICAL EXAMINER) ‘ss aol 
Bao es % | 20c. TIME OF INJURY Month, Day, Yer) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, cal 208. (City or town) (County) ~ (Stete) 
8 eco a Hour a.m, == While __sblas While fegtary, street, office bldg., etc.) ae 
as as 4 g hey 19 et work [_] at work [_] 
7 
E oHo 21. 1 certify that Gt (this hospital) attended the deceased from.......2-Q=1950, swe 0... AmB wa 19.6.4 that §B (we) last 
2532 i 
Py >H ss saw the deceased alive on........... rib oe AS and that death occurred at. or rom the causes and on the date stated above. 
2 Ea. 2 te es : ATTENDING MED. STAFF 8-64 226. NED 
~ = - =O= 
tI 3 Se oy on aoe SF LS LE Ee a mo. [PHYS LJ oimecror [] pays. ( ; 9 ae 
Bee ay J 22c. PHYSICIAN’ oa re DeFi 1 rf M. D 22d, ADDRESS 
5 NAME (T 
4.533 | Oe PI cb Peels 3 Springfield State Hospital 
< C—O a ee rege he eet pe he ae ee 
= 8 oe ~ 23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY AR 23d. Howsa (City, town of county) (Stata) 
on Q=8 REMOVAL aes 
[aur 


SEPT. of es MEADOW RIDGE MEN HowaRn CO MD 


24 FUNERAL Lele SIGNATURE ADDRESS P| 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


es BEIFEOLAMD lower 19 964 fOliaclag uidge 


VR AIS [4] 
20M 5-63 


42 


e remove carbon papers. Page 
ghd in any event, within 72 hours 


J é tu estm nis tecCody 
ficate be executed within 6 hours after death. , 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filted in by th 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law req 
Page 4 may be retained by the hospital or attending p 


director, page 3 should be detache 
should be filed with the State Dept. 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, be 
O04 


10855 CERTIFICATE OF DEATH 
1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
ea a. STATE b. COUNTY 


write RURAL and give nearest town) 


Carroll MARYLAND Maryland Monteouery 
b. CITY DR TOWN (if outside corporate limits, | ¢. LENGTH DF STAY IN 1D || c, CITY DR TDWN (If outside corporate be RURAL &nd give fearest town) 


le Pa ALG gM08 s_lday ah Bh ope ine TS RESIDENCE 
d. NAME DF HDSPITAL DR INSTITUTION (if not In hospital, give street atid @. STREET ADDRESS) 5 j 6. DEN 
(f not in hospital, give street adress) rilea Nursing Home | DN_A FARM? 


Springfield State Hospital 14511 Colesville Road ves] no Gd 
3. pe First Middle Last 4. DATE Month Day Year 
(Type or print) THOMAS SIMMONS HOWARD | ee September 2 19 
5. SEX 6. COLOR OR RACE | 7, maRRIED [} NEVER MARRIED [] | ® DATE OF BIRTH 9, AGE (In years |IFUNDER 1 YEAR]|F UNDER 24 HRS. 
jast birthday) (Months | Days | Hours | Min. 
Male White wippweD [7] pivorced[]| 8~3~1900 64 yrs. | 


1Da. USUAL DCCUPATIDN (Give kind of work done 


1Db. KIND DF BUSINESS DR 11. BIRTHPLACE (County & State, or foreign country) 
during most of working Ilfe, even If retired) INDUSTRY 


12. CITIZEN OF WHAT 
CDUNTRY? 


5-4 .—__ 


13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


William S. Howard Alma Davis 


15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SDCIALSECURITYND. | 17. INFDRMANT Address 


(Yes, no, or unkown) | (if yes give war or dates of service) 
Yes ~ favs ~ 1913-195 218~28-207 | Records, Springfield State 


Va PART 1. DEATH WAS CAUSED BY: 


18, CAUSE DF DEAT iter oni Cc . INTERVAL BETWEEN 
8. E DI H (Enter only one cause per line for (a), (b), and (c).] ANSEL AND DEATH 


“ IMMEDIATE CAUSE (2)____ Bronchopneumonia + Days _ 


TULA DUE TD 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TD 
underlying cause last. (©). 


3 PART I]. DTHER SIGNIFICANT CDNDITIDNS CONTRIBUTING 10 DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CDNDITIONGIVEN INPART 1(a) | |19. WAS AUTDPSY 
= eee om tee i ; " PERFORMED? 

=|Chronic brain syndrome associated with cerebral arteriosclerosis, with | vs[] {fq 
= 20a ACCIDENT WAS UNDERLYING [7 N HOW I CURRED: fu in Part | or Part 11 of Item 18) 

& ¢ i 

5 | DR GOMER, NOTIFY MEDICAL EXAMINER)| Patient fell while getting out of bed. 

z 2Dc. TIME DF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 206. PLACE OF INJURY(Home,farm,| 20f. (Clty or town) (County) (State) 

a Hour a. While —, Not While factory, street, office bidg., ete.) Z arroll 

= 72-1826 at work] at work [xl] S 


21. I certify that (1) (this hospital) suigneed the deceased from_7Z=1-6), _, Bris: aes 19___, that (1) (we) last 
saw the deceased alive oI =2=6, 19___, and that death curred at___*“-M, from the causes and pn the date stated above. 
f 22, DATE SIGNED 


22a. SIGNATURES A ) 
Cl UTE LL Kista, no, SEO) Worn CHAE Ga 992-6 


22¢, PHYSICIAN'S 22d. ADDRESS Springfield State Hospi 
nave (Pe) Octavio A. Ruiz, M.D. _| aie Sion age 
23a. SR 23b. DATE THEREDF 23c. NAME DF CEMETERY DR CREMATDRY 23d. LDCATIDN (City, town or county) (State) 
arial Sept, 9,1964 | Davis Cemetery Pink Hill, North Carolina 
4. FUNE! DIREGTDR ADDRESS 25a. REC'D BY REGISTRAR] 25b. REGISTRAR’S SIGNATRE 
son eeler Funeral Home~1331 E, Montgomery Aye. Sfp j 0 ‘B64 [Prranbry Neecge 
Rockville, Maryland |! DATE Le 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10856 CERTIFICATE OF DEATH 14836 


= 


el Days Hours | Min, 


IM oly wioowe[]  vivorceo [| Ao ¥ (ore- tEE 77" 
lore yi; con aa 


We, USUAL eee (Give kind of work | 10b, “O ae? ed OR INDUSTRY) 11, BIRTHPLA its & Stale, oF 12, t. ‘OF WHAT COUNTRY? 
ne during 7a of work) ee life, evan if retired) i A 
Agha d ww. a < 
13. FATHER’S NAME ~ 14. MOTHER'S MAIDEN =a _ 
j e S é A t HL. Chl, Aue wx 


it 15. WAS DECEASED EVER IN U.S. ARMED FORCE 16. SOCIAL SECURITY NO. 


he Yo 2bp-34- eT Fon Fo st reer, Mf id 


18, CAUSE OF DEATH [Enler only one cause per line for (a), (b), and (c).)_ 2 Rae BETWEEN 
PART |, DEATH WAS CAUSED BY: ( ee ein en eee ee AES 
IMMEDIATE CAUSE (2) s $ : =i 4 AF. 
/ 


5. 2 —- == a 
a 8 PLACE OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If Institution: Residence before edmission} 
$s a. COUNTY b. COUNTY / 
ae Le / 
FA i 4 nae MARYLAND 4 *, a) = 
ae 8 b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN iy itside. corporaia limits, wrila RURAL end give 1 
2a write RURAL and give town) 
a ec3 y 3 Stree > 
= Bans NAME OF HOSPITAL OR INSTITUTION Mit not in hospilal, giva sfeet ES =i d. STREET ADDRESS ois ies 
4 y of A 
Or. eLomy Vater Pa [Lerrnten | ws Ty no 
gon 3. ee fa wed] Lo: ‘4. DATE Month Yeer 
pon or 
ag” (Type or prin!) dloha Wilbw r HuFF, DEATH Sept ay 96¥% 
5 5. SEX 16. aid OR RACE|7, MARRIED [-] NEVER La ; DATE OF BIRTH 1 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
last rie a. eee 
s 
> 
o 
> 
5 
£5 
z 


y the attending physician and com 


cian. 


‘CTOR: Alter this certificate has been signed b: 


f DUE TO - /2 e 
Conditions, if any, which (b) os ae | /# 
gava rise to immadiate couse 4 
DUE TO. 


The law requires that the death certificate be executec 


(a), stating the und 


ing 
causa last. tc) 


19. WAS AUTOPSY 


5 
ae 
a 
oa 
= 
vv 
iS 
E 
cI 
a5 z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION, GIVEN IN PART 1s) 
Se co eee be ee PERFORMED? 
94 < fee. ae bu ai A MiVana [vs [No [ee 
2 = [20a, ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Par Il of item 18.) 
& @ & | OR CONTRIBUTING [] CAUSE OF DEATH 
ast & | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
OF 3 2c. TIME OF INJURY Month, Day, Year | 20d, INJURY QCCURRED | 20e, PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) ~_ {Stete) 
Bn 8 Hour a.m. hile __ Not While factory. street, office bldg., etc.) | 
2 at work | 
= = 19 | 
Wt 
te = 21. | certify that (i) (this hospital) attended the deceased from. / , 19%, "1, thet {1)) (we) last 
<8 saw the deceased elive on. deg , and that death*oceurred a7p M, from the ‘causes and on the date stated above, 
22b. DATE 


a aoa {) i ATTENDING STAFF "SIGNED 
u / ae mp. [PAVE pa“ oinecron EF] pas. 


reat Fed el Ap MA ashester ai ell 


23. 2. ‘OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Sisis) 


E Lica bank 


| 250. REC'D BY REGISTRAR | 25b. REGISTRAR'S SHGNATURE 


| DATE SEP. 2:9 LAL ta, Lp 4 é p 


BURIAL, CREMATION, F DATE THEREOF 


Bee = YAU s a 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


be filed with the State Dept. of Health prior to burial, cremation, or removal, 


TO HOSPIT. 
death, Pag 


TO FUNERAL DIRE 


VR AIS (4) 
15M 7-62. \ 


ak 


The law requires that the death certificate be executed within 24 hours after death. 
ithin 72 hours after death. 


acbon papers. Pages 1 and 2 


it. Then please rempevé 


permi 


TO FUNERAL DIRECTOR: After this certificate has been peu bie attending physician and completely filled in by the funeral 
ransi 


£ 
i 
= 
Ss 
s 
g 
3 
F=| 
5 
= 
iS 
5 
< 
S 
3 
:525 
Po 
s Ss 
3s za 
8 eS 
= 
£2055 
a7 Ba 
= 322 
J Ss 
ae 
2sea 
2g , 
Ss a 
3 
2G eon A. 
E2p 7. 
easse 
£26 °243 
a Pio 
£2288 
£252 
o C2 
2e2us 
32252 
-5 oe 
ESave 
a ne 
ov 
on by 
az es 
=o a= 
2 
eeess | 
Ses3s | 
= Ss 
=zerts 
ato 


VR AS (4) a 


15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 3! 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY 2. ATE b. GOUNTY. | oe 
Carroll MARYLAND laryland aroline 


b. CITY OR TOWN (if outside corporate limits, 


¢. LENGTH OF STAY IN ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town 
write RURAL and give nearest town) : : : y J 


1l1_mos.2ldys| Ridgely sXe 


Syke sville 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e BRE 


Springfield State Hospital iets yes] of 
3. Ree First Middle Last 4. DATE Month Day Year 


” OF 
a a 3) MARY BEULAH HUGHES ze September 29 19 6) 
5. SEX 6. GOLOR OR RACE | 7, MARRIED [] NEVER MARRIED[)| & DATE OF BIRTH 9._AGE (In yéars IF UNDER 1 YEAR |IFUNDER 24HRS. 


last birthday) ® 
Panalé Negro ina Fl pivoRceo T=] 6-1-97 ve bn | Days | Hours | Min. 
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY. COUNTRY? 
School Teacher Maryland U.S.A. 
13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Asbury Henry Grace Matthews 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 
No unknown Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause_per line FF ®, (b), and (0). INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: nanition BSR Eee 
b _, IMMEDIATE CAUSE (2). 
4 DUE TO z ne ; 
Conditions, if any, which (0) Chronic brain syndrome with psychosis Years 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last, (©). 


& | PARTII. OTHER SIGNIFIGANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART (2) 19. WAS AUTOPSY 
5 Chropie. brain gyndrome “associated with cerebral arteriosclerosis,with PENT On ED 
Sipsychotic reaction, ves ] NOT} 
i | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part | or Part II of Item 18.) 

6] OR ae eee OF DEATH 

© | (IF EITHER, NOTI EDICAL EXAMINER) 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
=f Hour a.m. While Not Whil factory, street, office bidg., etc.) 

a » le 

= p.m, 19 at work[_] at work L_] 


21. | certify that (1) (this hospital) Sabah the deceased from 1 19 to_9=29=4)19___, that (I) (we) last 
saw the deceased alive o1 it «Vida 19____, and that death occurred at From the causes and on the date stated above. 


yy 22b. DATE SIGNED 
( HK, 8 Ltt / ATTENDING MED. STAFF 
Nt. PA AK LAG, PHYS. _]_pirector [1] PHvs. 


9-29-6); 
ETc Ff 220. apmress Springfield State Hospital 


5 
23a, BURIAL, CREMATION,| 23b. -DATE THEREO! 23d. LOCATION (Clty town or county) (State) 
REMOVAL (Specify | et /) 
(YDAAALG fe 


2a] FUNERAL DIRECT Oca REPT EC ESI AR aE REASTRAR'S pee RE 
sprig ate OCT 1 6d eee ee edge. 


DATE 


MARKYTLAND STATE DEPAKIMEN!T UF MEALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


sw 10858 shi sda 14840) 
* i. PLACE OF DEATH 2, USUAL RESIDENCE (Whara decaased lived, If institution: Residence before edmission) 
2% COUNTY 
Benue Sets 2, STATE b. COUNTY 
3 2S Carroll MARYLAND Maryland Carrol 
~s 3 b. CITY OR TOWN [if outside corporete limits, ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN [If outside corporate limits, write RURAL end give nearest town) 
Pa as i write RURAL end give neerest town) . 
£ 5385 Westminster 27 years 4 / Westminster ba 3 
= 204 d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) i d, STREET ADDRESS a aS ay 
Bees ; NA FAI 
See Carroll County ( General Hospital , 66 Winchester Avenue 
2 wa. [3 NAME OF eG First Middle “ Last "ras DATE ‘Month “Dey 
3 aogh DECEASED e ae My a? 
BE a veeior inn WILBUR ELMER JENKINS DEATH Sept. 26 
o S 
© By 3 5. SEX 6. COLOR OR RACE B. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEA 
& EEF. : 7. MARRIEO [3 NEVER MARRIED [_] feat Binney)” | ponipst ae 
2 We male white wiowtp[} _pivorcto[]| June 14, 19035 yrs | 
S 823% 10, USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 
= RED done during most of working life, even if retired) oe x 
25 |St. Road employee foreman Winfield, Carroll Co., Md. U.S.A. 
Og i bast EN Dei s. a 
ce ex bal 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
8 £8y - 2 3 at 
3 Dag Elmer E. Jenkins Alice Easton 
22 &3 Ee WAS a EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT Address = 4 - 
& _ ‘es, no, or unkown) yes givewerordeles of service), a . same 
3 228 == -- 217-36-3926| Mrs. Nellie Poole Jenkins 
32 Be 3 18, CAUSE OF DEATH [Enter only one cause par lina for (a), (b), and {e).] vt r ~~] INTERVAL BETWEEN 
Sey kh? PART |, DEATH WAS CAUSED BY: Coane tb ee Pe ere 
S28n 8 IMMEDIATE CAUSE (e). = =e 5 
fa ges / : 
3248s 7 DUE TO é m9 
25858 (b) AMi12 bro FX, = e ao aes & 
esoe’ geve tise 
“6 aoa (2), steting the un OUETO 
goo28 couse lest. (c) — 
HEE o z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUT NOT RELATED TO THE TERMINAL OISEASE CONDITION GIVEN IN PART I(e}/ 19. WAS AUTOPSY 
VES oy = Ve ar > 
Bsessols yes [] NO [=> 
2 g 2 — _ 
Fa 2 aS Re} = = ome RS Bee a 20b, DESCRIBE HOW INJURY OCCURRED, (Entar nature of injury in Part | or Part II of item 18.) 
Gaels © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 oh ih = =e 4 
Zz oer § | 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, + 20%. (City or town) (County) (Stete) 
B2 <fo 18 Bie! sweeae Whila __Not While factory, street, office bldg., ete.) | 
tae 2 aes 7 at work [_] et work [_] 1 
HEORs ; ; &. 
& oA59 a. It certify that (I) (this hospital) attended the deceased from.S.- hike 3 2, 10S. Rhy. .» 199%, that (1) (we) last 
E220 Ee) 
7] > 32 saw the deceased alive ON aoeGfoh 26, nth 19. wf and that ah eacee atd Fe 'M, from ee causes at on the date stated above. 
2) 
3 FAG 2 Se See a ATTENDING MED, STAFF 2b. SNES 
at = 
g oe Be S. Mp, | PHYS. FE pirecror [] Pxys. [] Ifrbfiy asl 
mas 22c. PHYSIGHAN'S 22d. AODRESS 
wm OR a> r 
Gat 7F / T a War, 
8233 / name ties! JOM S. MARS MEY, 19.0, G batn Le. ber, ot cape 
pos eee 
Tighe 23a. BURIAL, CREMATION, | 23b, DATE THEREOF ae, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
QPOTR | REMOVAL (Specity) , ; i 
& # 68 | burial Sept 29, 1964 Meadow Branch Cem. rural Westminst hd. 
\ p 
co] 24 BANERAL OIRECTOR'S SIGNATURE ADORESS | 250, RECRAE HSIN 25b. 4 (llenrta, SIGNATURE 
VR AIS (4) \ Ss r2, é see tbe wales La ATE 1964 _, fOConrbeg eoctst 
20M 5-63 o 


papers. Pages 1 and 2 sj 


any event, within 72 hours after death. 


q physician and completely filled in by the funs 
© remove carbon 


in: 


-transit permit. Then p 


i be filed with the State Dept. of Health prior to burial, cremation, or removal, 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the aitendi 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the bu: 


VR AIS (4 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH is 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10858 CERTIFICATE OF DEATH 14843 


i PLACE OF DEATH WZ 2, USUAL RESIDENCE (Where deceetod livad, If inslilution: Residence bafora admission) 


2. SAY ff b COUNTY) wd 
MARYLAND cas Le-TC Gk 
b. CITY OR TOWN {if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWDMIf outside corporate limits, write RURAL and giva nearast town} 


write RURAL ang give nearest tow r } K Ultctez ‘ dee ) nal 


el = = 
Beis NAME OF HOSPITAL ao INSTIT an {if not in hospital, give sireat addrass) )  d. STREET ADDRESS @. IS RESIDENCE 
t ' ON A FARM? 
Yes [YJ No [_] 
fave NAME OF ~ First iddle Lae 74 Beaks Month Yar ae 
Ti ~. F 
(Type or print} ee é€ CR ur - a L E 13 & fe Bec! ee iG 116% 
3. SEX é BE BRACE] 7. MARRIED [}] NEVER MARRIED [] | 8 PATE OF “ogee S 9. AGE (Id yeors |iF UNDER T YEAR| IF 
NGF 0 Pee! last ye ae Days | Hours 
wipoweb [_] Divorce [_] 


TI. BIRTHPLACE (Cgunty & St; 


Vu 


14, MOTHER'S MAIDE! 


‘Men pe yaa, hance Lov, . Q b¥ Address glib md 


OF oe ountry) | 12. Kae ‘OF WHAT COUNTRY? 


| LOS A 


a 


10a. USUAL OCCUPATION vat id of work y ME OF BUSINESS OR Ss 
Synge most of working life, evan if retirad) 
f HHER'S NAME t 


fan IN U.S. ARMED FORCES? 
eS al 


16. SOCIAL SECURITY NO. 


IA 0S-$9, 6 Me 


18. GAUSE OF DEATH [Enter only one couse per lina for (2), (b), and (c).] , 2 INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (2) 6 Gslrack co3e eee da. <e 


DUE TO ‘ 


Conditions, tony, which (b) Cour SWnn [R_ Com won bile | 


gava risa to immadiata cause 


fom 9 oe Ure Generalised mole slases _ 


(Yas, no, or unkoy 


factory, streat, offica bldg., etc.) | 1 


Hour a.m, 


While __Not While 
at work [_] at work 


z PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REWATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. “i AuTorst 
= 

3 3 seule 
= | 2De. ACCIDENT WAS UNDERLYING [J | 2Db, DESCRIBE HOW INJURY OCCURRED. (£ injury in Part | or Part Il of itam 1B. 

E | On CONTRIBUTING [] CAUSE OF DEATH Yi (Enter nature of injury in Part | or Part Il of itam 1B.) 

UG | (IF EITHER, NOTIFY MEDICAL EXAMINER} 

< | 20e. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, 2Df. (Cily or town) -—~—~—~—~(County) ~ (State) 
a 

= 


19 


2. 1 certify that (I) (this hospital) attended the deceased from. 
.» and that death occurred af = M, from the causes and on the date stated above, 


saw the sent alive on... ede. {| 19.84, 
22b. DATE 


&. Mont a ANS Bier piREcTOR [-] pve, noe Ie Ley es 
JAN'S 22d. ADDRESS ; 
Wr Jou s. Aaesuey mp | Coe Ae Lys LR re | 


23a, BURIAL, CREMATION, | 23by DA’ LT 9 NAME OF CEMETERY OR ‘apeea 23d dettokk 
OVAL | dducen yp ay. 


DIRECTOR'S. SIGMATURE ee REC'D BY REGISTRAR | 256, REGISTRAR’S SIGNATURE 
ees Ca ; 4 Ake. SEP Phin yLo 


Y yY 


23. v3 » eount’ (Stata) 


MARYLAND STATE DEPARTMENT OF HEALTH 


1 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


FOR STATE 10889 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 1 4°42 
HEALTH D 1 PLAGE OF DEATH Z USUAL RESIDENCE (Where deceased lied, 1f Institutton: Residence before admlssion) 


essai 


8 


ithIn 24 hours after death. If any delay 


MINER: This certificate should be executed wi 


TO DEPUTY MEDIC: 


a. STATE 


b. COUNTY 


se Carroll MARYLAND Marviand Lit 
oo os b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (I side corporate limits, write RURAL and give nearest town) 
= > =s write RURAL and give nearest town) of 
cal St esville ears $ 3 ee 
En B82 [AME OF HOSPITAL OR INSTITUTION (If not In hospital, give’Street address) || d. STRE S @. IS RESIOENCE 
Pea. ON A FARM? 
= e 
moe RS pring i ves{_] no fk} 
fede hs 3. NAME OF Middl L 5 EO 
5 3 en DECEASED * idle st 4. pre Month Oay Year 
Aiea sé ype or print 2 Magnani _ DEATH 

< sé 5. SEX 6. COLOR OR rs 8. DATE OF BIRTH 9. AGE ears IER T°YEAR |IF UNO! ‘HRS. 
Ge Es 7. MARRIED [] NEVER MARRIEO |} et birthday) LE ONDE Se ae 
gs Ww Months} Days | Hours | Min. 
bel vale hite WIDOWED & ] DIVORCED [] oad 83 yrs. 
5 Bs 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KINO OF BUSINESS OR 11. BIRTHPLACE (State or forelgn“tountry) 12. CITIZEN OF WHAT 
QE 8 (1) during most of working life, even If retired) INDUSTRY COUNTRY? 3 
Sua 7 ife = Tta ly 
3S 85 HOPE TORN RAE 

oc 
ge SS lexander Castagnetti Palamidese 
=¢ firey S 15. "WAS DECEASED EVER IN U.S. ARMEO FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
z£ > (Yes, no, or unkown) | (If yes gtve war or dates of service) 
a st 
eee No Springfield State Hospital SykesYille, Md 
es . SSS 9 a _— 
ae 4 18. GAUSE OF OEATH [Enter only one cause per for (a), (b), INTERVAL B N 
aces PART 1, DEATH WAS CAUSED BY: ONSET ANG Op 
mega) aa : IMMEDIATE CAUSE (a). 
a 207 DUE To / W727) 
= Conditions, If any, which 
(b). 

B: gave rise to Immediate 


cause (9), stating the QUE TO 
underlying cause last. (c) 


) 7-3¢- OL 


19. WAS AUTOPSY 
PERFORMEO? 


prior to burial, cremation, or removal 


yes] No 


21. | certify that | took charge of the remains described above, held an Autopsy [_], 


should be forwarded to the Chief Medica 


ecute the certificate, writing the word 


or town) 


& | PARTI1. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO OEATH BUT NOT RELATEO TO TH@TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 
= Mew. 73 

= Prat or contr IBUTING g 20b. DESCRIB! Ww INJURY, a (Enter nature of Injury In Part, or ti eae 
i | CAUSE OFATEATH. FE. on F- Wiizrcpe / 
3 20c. ae pa Month, Oay, Year | 20d. INJURY pe ae ore SO eoae 

8) pigs om 7-31 1964] atworL) “st work” ad é 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transi 


é 

© 

am. 

= 
¥ is Inspeftion Ms, Inquiry {_], and in my opinion 
253 death resulted from: _ Natural causes Accident XQ, Suicide [_], Homicide [_], Undetermined manner 
Ses 

+597 a CHIEF MEDICAL EXAMINER [_] 

BS 2 Ep ais fo, ASSISTANT MEDICAL EXAMINER [_] 22. ree 
tess hs Bntanes DEPUTY MEDICAL EXAMINER § 
o.. 

835 D= 23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) ~ 
25a. REMOVAL {Spegify) | 2 
aslas DUSCLLA of 9/64 Hlodus Redeemer BalLimo fli'e 
24. FUNERAL DIRECTOR ‘ADDRESS 25a, REC'O BY REGISTRAR | 29D. REGISTRAR’S SIGNATURE 
VR ALSME / 5 P ; 3 mt Cliayle 
3500 4-64 Honan Funeral tome 3000_£, addimone St, oare_SEP 8 64 fe Da ia 


1 


FOR ST 


HEALTH DEPT. 


essai 


nd 


MINER: This certificate should be executed within 24 hours after death. lf any delay 


please execute the certificate, writing the word pele : 
director. Page 4 should be forwarded to the Chief Medical Examiner’s Office along with 


TO DEPUTY 1s, 


es 1, 2, and 3 to the funeral 
orm PM3. Page 5 may be 


4 


Page 3 should be used as a burial-transit permit. File pages 1 and 2 with the State Department 


of Health or its designated agent, prior to burial, 


Item 18. Give Pa; 


in 


” In pencil 


retained for your files. 
TO FUNERAL DIRECTOR: 


VR AI5ME 
3500 4-64 


nN 
=<) 


cremation, or removal, tH) event within 72 hours after death. 


~ 


fo 


VOW ES 


MARYLAND STATE DEPARTMENT OF HEALTH 


Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 14843 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a, STATE b. COUNTY 
Carroll MARYLAND Md. Baltoe 
b. CITY OR TOWN (if outside corporate Iimits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate Iimlts, write RURAL and give nearest town) 
write RURAL and give nearest town) y 
Westminster Reisterstown 5 Xm 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
Carroll Co. Gen. Hospt. 1) Main Street yesh weal 
3. rae First Middle Last 4. ei Month Day Year 
(ype or print) ~— Bassiie Frances Marshall death =Sept. 17, 19 64 
5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR]IF UNDER 24 HRS, 
f Oo Oo ca irthday) Months | Days | Hours | Min. 
Female | White wipoweD [X} ——vivorceo{]|May 26, 1879 8 yrs. | 


10a. USUAL OCCUPATION (Glve kind of work done 
during most of working | fe, even If retired) 


Neck Tie Finisher 


Ti, BIRTHPLACE (State or forelgn country) 
Reisterstown, Md. 


10b. KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


13. FATHER’S NAME 


14. MOTHER'S MAIDEN NAME 


George H. Stevenson Levia A. Gettier 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIALSECURITY NO. 
(Yes, no, or unkown) | (If yes give war or dates of service) 


No 


17. INFORMANT Address 


12-07-6782 |Mr. Georg: Stevenson Pikesville, Md. 


Conditions, If any, which 
gave rise to Immediate 
cause (a), stating the 
underlying cause last. 


18, CAUSE OF DEATH [Enter only one cause per ine for (a), (b), aj 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


Tan epee 
S 2H. 
DUE TO 


(b) 
DUE TO 


{c). 


FORMED? 


PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) rs ee AUTOPSY 


20a. EXTERNAL CAUSE WAS 
PRIMARY JS or CONTRIBUTING [) 
CAUSE OF DEATH. 


Dsdaral, 


MEDICAL CERTIFICATION 


RY (Home, farm, 
factory, street, office bidg., etc.) 


While Not While 
at work at work 


mains described above, heid an Autopsy [_], Inspection » Inquiry [_], and in my opinion 
: Accident mm Suicide [_], Homiclde [-], Undetermined manner {_] 
J CHIEF MEDICAL EXAMINER [_] 
alk Z yp, ASSISTANT MEDICAL EXAMINER [7] 22. DATE ie 
iam DEPUTY vey oP RY f at v 
NAME (Type) Address (Stre ‘ad etait i Akg. 
23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (State) 


= On ee 
Fy) 
Buria 


Sept.21,196 | Reisterstown Methodist 


Reisterstown, Md. 


24. FUNERAL DIRECTOR 


J. F. Eline & Sons Reisterstown, Md. 


ADDRESS 25a. REC'D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE - 


vate SFP 2 1 4 poherlsg Jnags 


he 


urs after death. 


ad 


in 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
15M 4-64 


The law requires that the death certificate be executed with 


Page 4 may be retained by the hospital or attending physician. 


bon papers. Pa 


in any event, within 72 hours 


lease remove car 


. of Health prior to burial, cremation, or removal, 


director, page 3 should be detached for use as the burial-transit permit. Then p' 
filed with the State Dept. 


should be 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 4 


10862 CERTIFICATE OF DEATH 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, tf institution: Residence before admission) 
a. COUNTY a, STATE b. COUNTY 
Carroll MARYLAND 


Syke avi 1 a 22yr.10m0.20dvs Owings Mills 
d. NAME’Oi SPITAL OR INSTITUTION {if not In hospital, give street address) || d. STREET AODRESS 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR Fay (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


@. 1S RESIDENCE 


ON A FARM? 
Springfield State Hospital 10823-Reisterstcrm Road yes[]_no be) 
3. tale aay First Middle Last | 4 Aue Month Day Year 
(Type or print) HOWARD WELDON MC CUBBIN DEATH September 8 19 *s 
5. SEX 6. COLOR OR RACE | 7, maRRIEO [gq NEVER MARRIEO[]| 8- DATE OF BIRTH S._AGE (In years | IF UNOER 1 YEARIIF UNDER 24HRS. 
- * last birthday) Months | Days | Hours Min. 
Male White wipowen [_] pivorceo[] | 9-§5~87 19 _yrs. 
10a, USUAL OCCUPATION (Give kindof work done| 10b. KINO OF BUSINESS OR 11. BIRTHPLACE (County & State, or ivreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY i COUNTRY? 
Broker Marylnd U.S.A. 
13.” FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
esephJWsn McCubbin Alice Fitch 
15. WAS DECEASED EVER IN U.S. ARMEOFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(Yes, no, or unkown) | {If yes pive war or dates of service) 
No Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b}, and (c).] INTERVAL BETWEEN 
ONSET ANO OEATH 
PART |. DEATH WAS CAUSEO BY: ; 
IMMEOIATE CAUSE (@)__Septicemia, due to days 
7 DUE TO 
Conditions, if any, which w)__Gangrene of left leg weeks 
gave rise to Immediate 
cause (a), stating the ( SUE TO 
underlying cause tast, «@_ Generalized arteriosclerosis _years__ 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASEGONOITIONGIVEN INPART 1(a) 19. WAS AUTOPSY 
Involutional psychotic reaction. ves [-] nox] 


20a. ACCIDENT WAS UNOERLYING ial 
OR CONTRIBUTING [4 CAUSE OF OEATH 
(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year 
Hour a.m, 
p.m. 19 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part U or Part II of Item 18.) 


20d. INJURY OCCURREO | 208. PLACE OF INJURY (Home, farm, 
Whtle ——Not While factory, street, office bldg., etc.) 


at work at work | 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


, 19___, that (I) (we) fast 


21. 1 certify that (I) (this ie ats nded the deceased from_=Y—~2074ht __,, 1 t 
saw the deceased alive on__9= ceo ie 19____, and that death occurred at ;, trom the causes and on the date stated above. 
2p. DATE SIGNED 


22a. SAGNATURE ; | 
Laut. deh Cb uo MRM Sa HAE pel 9-8-6 
2c. PHASICIAN’S = 22d. ADDRESS Springfield State Hospital 
OPA sustin del Campo, MW. | ah . 


23a. BURIAL, CREMATION,| 23b, DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or con ae 
REMOVAL (Specify) ylan 
Burial , 
24. FUNERAL DIRECTOR ADDRESS 4 25a. REC'D BY 


DATE 5 Eh 


N 


Burgee ral Home 3631 Falls Road 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


Lb CERTIFICATE OF DEATH 14 g 45 

a —s fa _ 
= 8 1. PLACE OF DEATH = > "|| 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) / 
ene 3. COUNTY if a. STATE b. COUNTY TZ pa ’ / 
ae ¢ "A tro/ MARYLAND || " Ma rifa. wed 7 / En Olle 
= > b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN 1b c. CITY OR TOWN {if outside corporate limits, writa RURAL and give nearest town) 
~ Db weite Roark give nearest town) 
LT a 24m | Tigntoa— hs eg 
ion ‘d. NAME OF HOSPITAL OR INSTITUTION [if not in hospiial, Give streot address) d, STREET ADDRESS IS RESIDENCE 

‘ ‘ { i ON A FA 
@: Long Urey Mirsrry ff v1 & | 6y07 Derneal! Rd ves [] NODE 
3. NAME Of “First Middle Lest 4. DATE “Month ‘Day. 


teatn Va ptha £/rzopotf  Mowarr 


Peet 7, MARRIED [_] NEVER MARRIED [_] | 8. DATE OF BIRTH 


6. COLOR OR RACE 
F100 le whle wivoweD PR] —oivorcto [|] Ja oS: LE 787 


Benen Supt. ta. 96d 


9. AGE (In Years | IF UNDER 1 YEAR| IF UNDER 24 HRS. . 


test bipthday) Hours Min, 
‘ | 


Months Days 


any event, within 72 hours after death. 


s@ remove carbon papers. Pages 1 and 2 should 


Wa. USUAL OCCUPATION {Give kind et ees T0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stale, or forei: 1» country) | 12, CITIZEN OF WHAT COUNTRY? 
ven if retired) if, 
weunfe) | M0 nee | _7Sa/A%o Leary ovh| BSA: 
|. FATHER’S NAMF | 14. MOTHER'S MAIDEN NAME - 


(Wo, S. Ayre . | sarah MENEAL 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INF Address OS O7 Daerd/ fol. 


(Yes, no, or unkown) } (Ifyesgive warordates of service) 219-48. 4195 Waller reed Tigper? “Teaat teas AT, ¢ 


~") INTERVAL BETWEEN 
ONSET-AND DEATH 


7-6 
18. CAUSE OF DEATH [Enter only ona cause paytme Iof (a), (b), and (c).) 
PART I. DEATH WAS CAUSED BY: ( y RORY S. fy y ive le? 


IMMEDIATE CAUSE (a) 5 el 
DUE TO ‘ 
Conditions, # any, which (b)_ Qrt ewww seb he (Bod ip Hoteles Lisme 


gave rise to immadiate cause 


je has been signed by the attending physician and completel, 


{), stating the underlying (| CUETO 

cause last, {c) "3 = = =x 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)| 19. WAS AUTOPSY 
Q we a> oo... PERFORMED? 
< > ves []_ No P& 
= [ 20s, ACCIDENT WAS UNDERLYING (] | 2Db. DESCRIBE HOW INJURY OCCURED. (Enter noture of injury in Part I or Par il of item 18.) 4,5 
& | OR CONTRIBUTING Oretah 
© | (iF EITHER, NOTIFY MEDICAL EXAMINER) <n, 
2 — SS 
& [20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 20c. PLACE OF INJURY (Home, farm, | 201. (City or town) (County) (State) 
5 Bee hn. While __ Not While factory, street, office bldg., etc.) | __—_—— : 
= ‘yeeros hie) pie mee ! 


OG hh Femi IVE. that (I) (we) last 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


10 nosriTaL@ 2 
death, Page 4 "a be retained by the hospital or attending physician, 


that (I) (this hospital) Fed the deceased trom.. fA Pr. & 


page 3 should be detached for use as the burial-transit permit. Th 
be filed with the State Dept. of Health prior to burial, cremation, or remoy4l, and 


TO FUNERAL DIRECTOR: After this certificat 


CA 19.6. r, and that death occurred ava M, from the causes and on the date staled above. 
ATTENDING. MED, STAFF 7b. NED 
fa Y of! _mo. | PHYS. _ DIRECTOR OD pays. 1 — 
[AN'S 22d, ADDRESS 
f iType) f of 
: “Joseph _E Bush M2 | Warpst ean Maryland 
2 Tae, BURIAL, CREMATION. | 236. DATE THEREOF —+| 23, NAME OF CEMETERY OR CREMATORY 4 |. LOCATION (City, town or county) {State} 
£ EMOVAL (Speci ‘ 
® 4-15-64. | Motecann Heero2 aL | PATO. Co. Me 


JI Jenne f Sons G. 4gce Yoox M Baden SEP Taek PPS eye 


ope, tha Ta aa 


te 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


24 hours after death. 


The Jaw requires that the death certificate be executed within 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


=k 


“ CERTIFICATE OF DEATH 4 5 
T. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissign) 
aeeny a. STATE b, COUNTY jg 


Carroll MARYLANO Marviang ___Baltimore City 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town} 


write RURAL and glve nearest town) 


papers. Pages 1 


21. | certify that (1) (this hospital) attended the deceased from__lL2=2-h6 , ; ae , 19___, that (I) (we) last 
saw the deceased alive on_Q=1-6, 9, and that death occurred at 0+14Q),4}ém the causes and on the date stated above. 
22b. DATE SIGNED 


Za. SIGNATUR 
ie) l, ATTENDING - MED. STAFF 
(Meacd 4 ta wo. BV °C] Bintcror C] pave. Gd| 9-2-6) 
2c. PHYSICIAN 


be Apress Springfield State Hospital 


filed with the State Dept. 


ME GP" Octave Ac Rules Me eo 
23a. , BURIAL, Lipa | Q- DATE THEREOF | 23c. 


should be 


REMOVAL (5; 


Ss 
is 
S 
= 
Ss 
2 
2,8 
Son 
Bee 
£38 Syke svi lle Tyrs.8mos.29dys. Baltimore ‘ 
3 x 5 (AME OF HOSPITAL OR INSTITUTION (if not In ae glve street address) || d. STREET ADORESS a dee 
ne Springfield State Hospita. 331 _N. Howard St. yes] nob 
se Se Lae First Middle Last 4. DATE Month Oay ‘Year 
= ECEASED OF 
3: = (Type or print) FERNANDO ARTHUR PAMPANELLI DEATH September 1 19 64 
Ses 5. SEX 6. COLOR OR RACE | 7, MARRIEO [] NEVER MARRIEO[]| & OATE OF BIRTH 9. AGE (In y Tee rie Bis re 
S . 
Eee Male White wipoweD [7] pivorceo &] | 5-8-1890 t oat ie 
eS 10a. USUAL OCCUPATION ae kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
3 23 during ee of working Ilie, even If retired) INDUSTRY al COUNTRY? 
22s. Tailor Italy U.S.A. 
= 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
a 
=) Orlando Pampanelli Marianna Cassieri 
Bas = 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address 
Ze S (Yes, no, or unkown) | (Ifyes vive war or dates of service) f “s 
S38 No 218-01-9535A| Records, Springfield State Hospital 
5.8 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).7 ie Se a ue 
-Be PART |. DEATH WAS GAUSED BY: “| rt 
eae IMMEDIATE CAUSE @)_Arteriosclerotic heart disease 
iS ov _- 
2 eS F . DUE TO rR 
2Gss Conditions, If any, which w_Generalized arteriosclerosis Yrse 
« Sec gave rise to Immediate 
£ 32> cause (a), stating the ( OVE TO 
Sa ge underlying cause last. (0). 
2 Gnderlying CaUee Rss; 
co S es FS PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART 1(a) | 19. fyoeeeaie! 
5 285 %|Schizophrenic reaction, paranoidtype ves] No &] 
gee Pe 3 
ZS Seo = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part IT of Item 18.) 
aspyo 6 | OR CONTRIBUTING [} CAUSE OF DEATH 
3 ee 5 © | (IF EITHER, NOTI EDICAL EXAMINER) 
¢ Bs 3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
“cs a Hour a.m. whil Not Whil factory, street, office bidg., etc.) 
BSe me 6 lo le Oo 
BES = mn. 19 at_ work at work 
ot. 
23 
SES 
© fe 
BEo 
Pak 
aS 
ce 
sus 
258 
om 
a ov 
= 


NAME OF GEMETERY OR CREMATORY | 23d. Sadr as (Clty, town or county) Wd. 


25a. REC'D BY REGISTRAR| 25b.  REGISTR: NATYR 
mEP_8 1964 forores ite 


VR A15 (4) 
15M 4-64 


@ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


—_, 


10865 CERTIFICATE OF DEATH 4247 
1. cee — DEATH 2. USUAL RESIDENCE (Where deceased fived, i ee Residence before admisslon) 
Carroll MARYLAND * ‘Miaryland » Baltimore City 


b. CITY OR TOWN (if outside cupparale. limits, Ls LENGTH OF STAY IN 1b |} c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


write RURAL and give nearest town) - 
Sykesville elmo.l7dys. Baltimore ! 
d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 8 Meats 


lease remove carbon papers. Pages 1 and 2 
, and in any event, within 72 hours after deat! 


that the death certificate be executed within 7 hours after death. 


= 

2 

2 

o 

2 

ss 

> 

= 

= 

3 

3 

= Springfield State Hospital 3327 Chestnut Avenue yes] _nofxl 

3s 3. NAME OF First Middle Last 4, DATE Month Day ‘Year 

3S DECEASED OF 

(ype or print) WILLIAM EDWIN PHILLIPS, SR DEATH September 17 19 

B 5. SEX 6. COLOR OR RACE 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR IF UNDER 24 HRS, 

Ss : i 7. MARRIED §€] NEVER MARRIED [_] | ® + tact birthdays aces Te baves | Curler 

z Malle White | winowen[] — oworceo}| 13-12-1890 | 73 yrs. | | 

i Ta, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

Rx} during most of working life, even If retired) INDUSTRY COUNTRY? 

2 * Maryland U.S.A 

2: 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

S 
fas Emanuel Phillips Mary Schaeffer 
ae 15. WAS DECEASEDEVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
Ss 

ie So (Yes, no, or unkown) | (If yes give war or dates of service) 

sss No 717-07-8339__|Records, Springfield State Hospital 

£8 18. CAUSE OF DEATH [Enter only one cause per tine for (a), (b), and (c).] Hae ae 

:z PART |. DEATH WAS CAUSED BY: a 
g2 E £ ; IMMEDIATE CAUSE (a) ronchopneumonia days 
Base Tab, DUE To 
£755 Conditions, If any, which o_Arteriosclerotic heart disease years 
oo Soe gave rise to Immediate 
£227 cause (a), stating the ( DUE TO 
Bua underlying cause last. (c). j 4 j a 
ge = & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(a) rch Was AUTOPSY 
es -lz i eS resoniated Wi i 4 z 
5285 O|8 eanie. brain ont associated with cerebral arteriosclerosis,with ves] no 
S=e= & | 20a, ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part I or Part I of item 18.) 
Bs oe 
oes o a 
a 

mn a z 20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Een) = Hour a.m. Willemeotnotanatie factory, street, office bidg., etc.) 
r= £28 = p.m. 19 at work] _at work 
Boze 21. | certify that (I) (this hospte yet the deceased from__?=30-63 __, 14739 * , 19__, that (D (we) last 
g eee saw the deceased alive on_2=21 19____, and that death occurred ai Nf the causes and on Cates above. 
ros 22b. OD. sig 

hic = 
2. Z 7, ATTENDING MED. STAFF 
=e 2s Ca wp. PHYS “Director (1) puvs. Ct] 9-18-6), 
Es 2 / " | 22d. ADDRESS ope ea fea Hospital 
HS as e, Maryland 

zee __ Agu Ne 2. 
22S _ laa BURIAL CREMATION, 23b. DATE THEREOF 23d. LOCATION (City, town or coynty) Giate) 
foun REMOVAL (Specify) 1G, Je f Pee 

- \ Z 2 Cette 7 2 a 

Xe . IREGTOR 


vrais (4) SS 


25a. REC’D BY yee’ 25b. REGISTRAR’S SIGNATURE 
+ e 
15M 4-64 


18 19641 2 72 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


We. USUAL OCCUPATION (Give kind of work Ee KIND OF BUSINESS OR INDUSTRY 


Maryland ‘U.S.A. 


‘14. MOTHER'S MAIDEN NAME 


Salesman 
3. FATHER’S NAME 


osmetics Industry 


Benjamin Reaver 


(First name unknown) Crouse 


a WAS ieee EVER IN U.S. ARMED FORCES? / 16, SOCIAL SECURITY NO.) 17. INFORMANT Address 
25, 9, oF unkown) | (Ifyes givewerordetesot service) 
f) 216-09-3653 |Mrs. Ida Carl Reaver, Westminster, 
18. CAUSE OF DEATH [Enter only ono couse per line tor (e), (b), end (c).] SS ea “| INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) Co a dl 


, 10868 CERTIFICATE OF DEATH 14244 
= 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residenca before admission) 
a a SCE: a. STATE b, COUNTY 

5 eng Carroll MARYLAND Maryland Carroll 
= 2 3 b. CITY OR TOWN (if outside corporete limits, c, LENGTH OF STAY IN 1b || c, CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town] 
=, a0 write RURAL end give nesrest town) 
pesie 23 Westminster Westminster 
£ oe d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS *, @. 1S RESIDENCE 
= ee { ‘ON A FARM? 
ie tyeSaat Carrol] County General Hospital || 8 Milton Ave. _ | ves [7] No EX} 
3 an '3. NAME OF First ~~ Middle 7 Ls te. f ~ Month Dey Year 

3 an Vygis SY OF 

En oe Pe ey Elmer Crouse Reaver DEATHSe ptember 1 1964 

@ 8 5. SEX 6. COLOR OR RACE) 7, maRreD Bx] NEVER MARRIED [] | 8- DATE OF BIRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS, 
eens lest birthday) abe Deys | Hours | Min. 
2 Sa Male White wiboweo [_] vivorceo[-]| Dec. 6, 1875 yrs. 

8 g 2 ‘Tt. BIRTHPLACE (County & Stete, or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
cS e o done during most of working life, even if retired) 

B 2s 

$ 

g 2 

3 a 

£ £8 

Z = 

6 

= 

g 

3 


physician, 
igned by the attending physician and completely filled in by the funeral 


transit permit. 


z 
a 
G 
oO 
E 
‘S 
= 
°o 
S § HW Xx DUE TO |4 
spe el cite peat » LEREBRBL AKTER(OSCLE. LoS P Be Yi Sys 
we 3 BS gave risa to immedieta cause i 
Fo eag gee Machi 6 Co S CEMERBLICED BRTERIOSCLER OS “s 
2c touse lest. 
ae “ots ——————— 
zg ie a z Ror, II, OTHER SIGNIFICANT Scie CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)| 19. WAS AUTOPSY 
S8se, |e 
Sees Is Poster ec Peregeeriry BY PER ENS 1077 WEBREECLTED BERN KD ys T] no 
pee an’ & [2da. ACCIDENT WAS UNDERLYING [] | 20b. <i HOW INJURY OCCURRED. (Enter nature & injury in Part for Pert Il of item 1B.) y 
Sept, |B |psne sony nsed earch 
Mocs cv] Y 
SUS = —_ 7s 
OFS 28 z 2Dc. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED | 2De. PLACE OF INJURY (Home, ferm, | 2Df. (City or town) (County) (Stete) 
Boe Re 5 eUrura. in; While __ Net While fectory, street, offica bldg., ate.) | 
is & 3 ° 2 wes 9 fat work at work 1 
peo s 
eos 2 21. 1 certify that (I) (this h Pig) attended the ae from. ie Qeee 10.2 rakscrcsssenny IL, that (I) (yon) last 
<8 gs g saw the deceased,alive on. ig ipa Me and that death occurred alt TAM, from fhe causes and on the date stated above, 
Eee Aa r RI fe DATE 
ofa? ae OE ATTENDING STAFF Ge, [ —/,,_ SIGNED 
at of MD. Po DIRECTOR OF Pays, 
ages 22d. ADDRE: 
Pe ag as 2c. PHYSICIAN'S = 'S D 
Bees Name three) MANE Mi PIC ow Rj is on Yih, Wésrec sb (eR, eee 
ces Ege - 23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION town or county) (State) 
VAL JSpecit 
o2Qu8 ‘Briel | 9/3/64 Maybery Church of God Ceme Mayberry, Carroll Co. ,Ma. 
a 


24 FUNERAL DIRECTOR'S SIGNATURE / HW. DDRESS 


C.0. Fuss & Sor ~~“ Taneytown, Md. 


25a. REC'D BY 4 25b, REGISTRAR’S SIGNATURE 


vate SEP 2 1964 


7 


VR AIS (4) 
20M ay 


\ 


in 24 hours after 
in by the funeral 


ian. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 4 


be retained by the hospital or attending physic’ 


‘AL, 
TO FUNERAL DIRECTO: 


death. Page 4' 


TO HOSPIT. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 O867_ CERTIFICATE OF DEATH "3 1 AR4 y: 


1, PLACE OP DEATH 2, USUAL RESIDENCE (Whare deceased lived, If institution: Residence bafore edmission) 


SSS hl he (Oe eee MARYLAND || . we BAY. VLAN D” "CA RRSL = 


b. CITY OR TOWN [if outside comorata limits, c. LENGTH OF STAY IN Ib outside corporate limits, write RURAL and give naerest town) 


‘write RURAL and "A nearest town: 
iN STEN YEAR| 7 WESTm NWS TE 
d, NAME OF HOSPITAL OR INSTITUTION (if not in 2. giva streat address) 


d, STREET ADDRESS 
ON A FARM? 


ole —M- CRVRCH ST) IS. NV. CAVRCH ST | sprog 
mE, PLTHEA Lou\SE. MAGIN RECK tx SEPT 22 bY 


3. SEX Pi COLOR OR RACE/7, MARRIED fefever MARRIED [7] | & DATE OF BIRTH 9. AGE (In years |IF UNDER] YEAR| IF UNDER 24 HRS. 


| FEMALE WHITE | wows tj over] JULY } 1908 | Zim [rm] oe | ee | Be 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or forsign country) 12. CITIZEN OF WHAT COUNTRY? 


dona a7 most LE evan if retired) BANK | WEST! STAN S TER YD e7 nt ae 


"| @. IS RESIDENCE 


any event, within 72 hours after death. 


y the attending physician and completely 


director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should 


4 13, FATHER'S NAME 7 "| 14, MOTHER'S MAIDEN NAME 
CHARLES 4. LY GINM | ALA SYA SWIAS 
AST ASS eis IN ae NEP 16. SOCIAL SECURITY NO. seg en Address 

a 220-26 ~S030/YR, HARRY Ls [PE CK, SAF 

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).]_ ZR | NTBVAL iy, = 
rear oe CAI CINOMA OF BREAST __|\"VEAR 
: DUE TO. 

Conditions, if eny, which (b)__ = . Ses: — 
gave rise to immadiate causa 

(2), steting the ese DUE TO 
pestesaiort tc) SE Eee Pe ate 


While Not While | fectory, street, office bldg., ete.} 


Hour a.m. 
rhe ge et work [] ot work [7] | i 


of Health prior to burial, cremation, or removal, 


z PART ll. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)/ 19. WAS AUTOPSY 
s ves [] no [] 
= [20. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pert | or Pert Il of item 18.) =<. 7 

& | OR CONTRIBUTING [] CAUSE OF DEATH 

& UF EITHER, NOTIFY MEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ei 201. (City or town) (County) (State) 
8 

z 


R: After this certificate has been signed by 


iy that (I} rape ed from ff Yhat (1) (we) last 
saw the deceased alive o: : pT 


tended the dece: >. £ Meer. ’ 
a da ane that death occurred 2 i OM, from lhe causes and on the date staled above. 
220. SI ‘URE 


22. PHYSICIAN'S ¥ Wolliver M.D. i a Ol mvs oO G-22°% 
Sere! bee udver Fig Jnr. Mes ill 
rE EXO. A WEST ONS TER yy 


RIA a 
ERAL RBZ 'S SIGNATURE ADDRESS 25a. "St L7. REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
ee Wee oan SEP 28 1964 Corban uae 


be filed with the State Dept. 


VR AIS (4) 
15M 7-62 


= 


led in by the 


cian and completely 
eve carbon papers. Pages 1 and 
ent, within 72 hours after death’ 


quires that the death certificate be executed within 24 hours after 


hysician. 


The law re 


death, Page 4 may be retained by the hospital or attending p' 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


director, page 3 should be detached for use as the burial-transit permit. Then plea: 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
20M S-63 


MARTLAND STATE DEPAKIMENT OF HEALIT 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10868 A is iperiel OF DEATH 14 Son 


1, PLACE OF DEATH 2, USUAL RESIDENCE (Where dacaasad lived, If institution: Rasidence bafore edmission) 
e. COUNTY a. STATE b, COUNTY / 
Carroll ___ MARYLAND || Maryland ___Baltimore —_ ji 
b. CITY OR TOWN [if outside corporate limits, | c. LENGTH OF STAY IN Ib c. CITY OR TOWN [If oulsida corporata limils, writa RURAL and give nearast town, 


write RURAL and giva neerast town) 


(Rural) Sykesville | 2y Om 14a Essex_ £ 4 2A : 
d. NAME OF HOSPITAL an INSTITUTION (if not in hospital, = Straat addrass) d, STREET ADDRESS * Paes 
saSprinefield State Hospital _ é 107 Riverside Road mee 
3. NAME OF First Middle test ‘DATE “Month” Dey Year 
DECEASED 
(Typa or print) Lester Robinson | DEATH September 4 19 64 
5. SEX ~ | 6: COLOR OR RACE) 7, aRRIED [] NEVER MARRIED [| & DATE OF Bint oer seinaae TFUNDER T YEAR| IF UNDER 24 HRS. 
. as} birthday) |“Months| D: # Min. 
Male White | woow: pivorceo ["] 6-2-02 2 Fam | # 


10a. USUAL OCCUPATION (Give kind of work 
dona during most of working Ii van if retirad) 


unknown 
3. FATHER'SNAME 
Charles Robinson 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? 
(Yas, ae unkown) | (Ifyas give warordatasofsarvice) 


12, CITIZEN OF WHAT COUNTRY? 


ye 


IDb. KIND OF BUSINESS OR INDUSTRY 


| unknown 


41. BIRTHPLACE (County & Stata, or foreign country) 


Maryland Baltimore Co.| 


14. MOTHER'S MAIDEN NAME 


Emna ‘Es Campbekl 


17. INFORMANT ~ Addrass 


Springfield State Hospital Sykesville ,MD 
18. GAUSE OF DEATH [Entar only ona causa par line for (s), (bl, and (c).] SOS ‘INTERVAL BETWEEN = 
PART I. DEATH WAS CAUSED BY, 
IMMEDIATE CAUSE (0) ABR bs ls it tp 0g yom ae Teac hees\_ tine Che 
i ; DUE TO se Pra seaam 

Conditions, if any, which ib) Qu Tas rl jee’ ie oe ee Geass 

gave rise to immadiata cause 
(a), stating the undarlying ( DUETO 
couse fast. fe) 


16. SOCIAL SECURITY NO. 
unknown 


z PARTI OF HEE SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NDT RELATED TOTHE TERMIN RSE NE pecowelion aster PART Lise 19. WAS AUTOPSY 
$| Chron: in syn ne, Cerebpar ar erioscleros S PERFORMED? 
<|Ch ebrain syndrome, convulsive disorder, withéut qua pertasite: ves fe] No [] 
= |20=. ACCIDENT Wa UNDERLYING [J | 20b, DESCRIBE HOW INJURY OCCURRED. (Entar nature of injury in Pad | or Pat It of item 18.) 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER)) == 
% | a0c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, + 20f. (City er town) (County) (Siete) 
2 igacalein Whila Not While factory, straat, office bldg., ate.) | 
Fy Nhs 19 at work [] at work []| “7 ! ore 
.m. 
21. 1 certify that @ (this hospital) attended the deceased from. August...20..., 1%2,, Io. Sept....4 , 19..G4tthat (Bt (we) last 


9 64, and that death occurred alee, from the causes as on the date stated above, 


22. DATE 
s ATTENDING ‘MED. STAFF 9 4 64 SIGNED 


} a CS mp, | PHYS. [J Director [] PHys. DX “He 
“Mant tie Ettore De pis, M.D, “Springfield State Hospital 


saw the deceased alive on S@Dt«. 


23b. DATE THEREOF ‘23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION ( 


Or C “4 
— we REC'D BY ren i: asi TURE 
ZA AnSEP 8 196 i 


23a, BURIAL, CREMATION, ‘ity, town or county) (Stata) 


REMOVAL (Specify) 


ADDRESS. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10868 CERTIFICATE OF DEATH 14 25 { 


\ 


ici 


dene during most of working life, even if retired) 


Farmer 
13. FATHER’S NAME 


Soa, 
$8 1 RERCE OP DEATH 2. USUAL RESIDENCE (Whore daceased lived, If inslilulion: Residence before sdmission) 
2 a a, STATE b. COUNTY 
v 
$ 2s Carroll - "MARYLAND Maryland Carroll 
co “U8 b. CITY OR TOWN (if outside corporele limits, c. LENGTH OF STAY IN Ib ‘c. CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) 
co 
~~ BtU writs RURAL and giva nearast town) 
~ ELE Rural- Sykesville 4 weeks || / Rural- Mt. Airy —- 
FA a d. NAME OF HOSPITAL OR INSTITUTION (it not in hospital, give street address) ~ d. STREET ADDRESS s RESIDENCE 
4 NA FA 
L x 3 ____ Golden Age Guest Home J ves [No [] 
(S. Siby 3 NAME OF First Month Day —Yeer 
Son 1 
Pac (Type or print) DEATH Sept a4 19 64 
oO i ia nee on a 2: sam 
a 3 5. SEX ‘OLOR OR RACE|7_ MARRIED [5g NEVER RxGAED [| ® DATE OF BiRTH 9. AGE Qn your Lana! 1 YEAR| IF UNDER 24 HRS. 
Bee vy jonths| Days | Hours | Min. 
53s Male White wiowen[] _ivorced []| Sept. 7, _ 1884 80 ys | 
5 : 10s. USUAL OCCUPATION (Give kind of work 12, CITIZEN OF WHAT COUNTRY? 
> 
= 


10b. KIND OF BUSINESS OR Sh Tl, BIRTHPLACE (County & State, or foreign | country] 


i 


rat |, 


_Own farm Ridgeville, Md. __USA 


14. MOTHER'S MAIDEN NAME 


Amanda Hood 


17, INFORMANT _ “Address 


Jesse W. Ryan 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown) | (Ifyesgivewarordatesofservice) 


16. SOCIAL SECURITY NO. 


217-36-4028 | J. P. R 
18, CAUSE OF DEATH [Enter only mae ehh) Gos, tb Bed] + aul BYARa., iWEERVAL pe a 


PART |. DEATH WAS CAUSED BY; 


IMMEDIATE CAUSE (3) 


DUE TO 
Conditions, if any, which (bt = Ha = 
geve rise to immediete ceuse :, = 

DUE TO 


(a), steting the underlying 
cause lst, to 


ate has been signed by the attending phys 
tached for use as the burial-transit permit. Then please remove carbon papers. Pages 


f Health prior te burial, cremation, or removal, 


ATTENDING PHYSICIAN: The law requires that the death certificate be execu 
ital or attending phy: 


Zz PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)] 19, WAS. Aurorsy 
ahd 1a oe ED i 
= i 
$ si r 5 a Phat heed ves T] xo 
= & [20e. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Pact | or Pert Il of item 1B.) 
© & | or CONTRIBUTING [] CAUSE OF DEATH 
cs G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 3 | 20c. TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm, 201. (City or town} (County) ‘Gtete) 
3 8 Hour 2.m. While __ Not While fectory, street, office bidg., etc.) 
pomp: 2: 3 Sia 19 et work et work 
SB on 5 : 
e088 21. 1 certify that (I} (this hosp) ye attended the deceased from. La@cG&eG../... 7... Z . a ee eA that (1) (we) last 
£03 2 saw the deceased alive o! Mefobes: ra ‘and that death ¢ rom the“causes and on the date stated above. 
BES MED. Zh SIGNED 
a ATTENDING. STAFF 
a of mo. |PHYS. 2%] Director [] Puys. (] 9/24/64 
em os = 22d. ADDRESS 
58 H | MK MM &- G / z WW Sykesville, Md. 
hee 5 B= a 23e, NAME OF CEMETERY OR CREMATORY 23d, LOCATION (City, town or county) (Store) 
oO 
ates Pine Grove — > 
Tec at ADDRESS 25a, REC'D BY ey 25b. REGISTRAR’S ean 
15m 7-62 Damascus, Md. pare SEP 28 1964 (Clerbay Jecge. 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


1 


FOR STATE 10879. MEDICAL EXAMINER’S CERTIFICATE OF DEATH 148592 
HEALTH DI PLAGE OF DEAT = 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
i a STATE b. COUNTY 
rg Carroll MARYLAND aryland / 
esa s b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
g Es > £ s write RURAL and give neares' town) 
Se Bis (Rural) Sykesville 26y 10m 18d Baltimore )_. Uf 
wo a2 @ NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. 18 RESIDENCE 
28 ew,» || ; : 
s #8 /- Springfield State Hospital Not stated ves) _no fxd 
a 2 
sz a: 3. NAME OF 5 of 4. DATE Month D ¥ 
3. od WANE OF Laat A MILER) po tet MD pupa BA on jay ear 
Baz =8 (Type or print) Schultz. Raymond J. DEATH ~=September 7 1964 
sie £2 5. SEX 6. COL RACE | 7. MARRIED [-] NEVER MARRIED 8. DATE OF BIRTH 5._AGE (In years | IFUNDER J YEAR |IFUNDER 24 HRS, 
: AS baad = last birthday) aie | Days | Hours | Min. 
£a2 a5 Male White WIDOWED |} DivorcedD{]}| 10-29-13 50 ys. 
cf E25 10a. USUAL OCCUPATION (Give kind of work done| 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
Fy 
ee g = ed during most of working life, even If retired) INDUSTRY Oey 
3: om 
Pied <nown unknown Maryland eSeAe 
os Ss 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
aa 
3 Q 
BSE® WEXHMNX Emma. Schwartg __ 
£2358 
=== ES 15, WAS DECEASED EVER INU.S. ARMED 6. SOCIAL SECURITYNO. | 17. INFORMANT ‘Address 
Neco a (Yes, no, or unkown) | (Ifyes glve war er dates of service) 
ox =5 Yes 1-8-36*10-19437 None Hospital Records Sykesville, Md. 
Sof o 5 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).) INTERVAL BETWEEN 
ves oo PART |. DEATH WAS CAUSED BY: : ; ONSET AND DEATH 
2.5 gS IMMEDIATE CAUSE (a) _ACute congestive heart failure a hour + 
we se Lf j 
sen £5 (O04 DUE TO . c: 
See SE conditions it x which @ Cardiac hypertrophy and strain 
ss o 
S83 55 gave rise to Immediate 
= 23s cause (a), stating the DUE TO r 4 “ , b \ 
Se ae. underlying cause last. (g_Chronic rheumatic mitral valvulitis with defqrmity. Yrs. 
Go =o a7 = | PART (1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. WAS AUTOPSY 
° os S PERFORMED? 
$25 A z Schizophrenic reaction, paranoid type oc No TJ 
Cm zee wh i 
= we ies 4 = 2Da. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part | or Part Il of Item 18.) 
BEE se jalan 
2es a> o . Py ‘aa 
£..= £5 = | 0c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 2De. PLACE OF INJURY (Home, farm,| 2bf. (City or town) (County) (State) 
Ee on BS = Hour a.m. white g Not Whtie factory, street, office bidg., etc.) 
ve ES .M. eS 9 at work |_| at work Pd roe 
Ze2 eg = = : 7 7 ; ; 
252 m4 3 21. | certify that | took charge of the remains described above, held an Autopsy Inspection [_], Inquiry [_], and in my opinion 
SG é a | 
e ete mee death resulted from: ~ Naturai causes Accident [_], Suicide (1, — Homictde ; Undetermined manner [] 
L259 
“758. CHIEF MEDICAL EXAMINER [_] 
(~) SS a 
a2esea Boren (ASSISTANT MEDICAL EXAMINER [—] 22. RATE SIGHED 
ae.Oy = vé 
ag tS) ha DEPUTY MEDI HER 
“ ) EXAMINER’S ; Croll 
Ee SEas ~|_limenps W. Glenn Speic ee eich 
HSSs b= > RIAL, CREMATION,| 23b,7DATE THEREOF AME OF CEMETERY OR PREMATORY 23d. LOGATIONACity, town or coun (Spate) 
ous e556 \ MOVAL 4Speclfy) ; b 
° y 
. 25a. REC'D BY REGISTRAR | 26b. REGISTRAR’S SIGNATURE 
vr aisme \% Kt dege 
3500 4-64 SmGEP 10 ; Aa = 


MARTLAND SIATE VEFARIMENT VP MEALIT 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10872 CERTIFICATE OF DEATH “44953 


1, PLACE OF DEATH 2. USUAL rae Si) dacaasad livad, If institution: Residance bafore admission} 


a. COU A a. STAY b. COUNTY 
Mat ad} MARYLAND : Corre 1b if J 
«cl aK ‘ f aes a limits, write RURAL and give naerest town) 


b. CITY OR TOWN (if outside corporate limits, 3 cc, LENGTH OF STAY IN Ib | 
is { 
Dans sf £A Dd be ba d 
d. STREEY ADDRESS a 


=. 


[amps inde end +pa nearast mgr S / 


iy 
4 NAME et ST ED, OR INSTITUTION (if not in hospital, Se i 


1S RESIDENCE 

| _ & ‘ON, A FARM? 

@ \ __Kiftrar M1 UW eee we IL Mill [Can he | eset no 
/3. NAM! | Middie 4, DATE oi Dey Year 


DECEASED OF ? 
(Typa or prin] Jo, far 1A ERMA NA erEp DEATH Sepe 22 ote “ 
BS2CSEXE a | OR OR RACE| 7, ‘MARRIED BY NEVER MARRIED [__] |) B. DATE OF BIRT! 9. AGE Be yaars |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Me py e.. i ee Mave] ohvorets Fy yy cd, Z yi Ve ES, opm day) epi Days | Hours Min, 


IWDa. USUAL OCCUPATION (Give kind of work a KIND OF BUSINESS OR INDUSTRY BIRT 


carbon papers. Pages | and 2 shoul 
nt, within 72 hours after death. 


Tl. BIRTHPLACE (County & Stata, or lof country) | 12. CITIZEN OF WHAT COUNTRY? 


dona ‘ing most of wos ing life, evan if ratirad) 
Ch 24, sheak. Lilatys ny laned SD. ee 
a THE! NAME 14. MOTHER'S MAIDEN NAME a 


ician and completely filled in by the fune: 


a 
ass 
oD 
oak dh for Pe rgr LS, gp {Yor slid tie PIERMAN = 
Ss. is eas abe Bi IN U.S. ARMED FORCES: ji. VAL SECURITY NO.| 17. INFOR Addrass 
a28 #5,.no, or unkown} | (Ityas give waror date: rales olay - 
28  eerdal Wrbed. £30 bap ie! \Z/F-0)-YEO Mie ey) Y Sepp: ee Md. 
s3es .” CAUSE OF DEATH [éntar only ona for The for (a), (bly and (e) N: INTERVAL BETWEEN 
BPss5 PART |. DEATH WAS CAUSED BY: See eo 
pao IMMEDIATE CAUSE (2) pth 5 os “ya o4 
e =e ) 
ao28 | DUE TO 
a8 
Bete Conditions, if any, which es al = 
es 3 5 gave rise to immadiata cause 
tend ee (a), stating tha underlying ( DUETO 
an oa = 
oo Mieke i {e) 
es 3 z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. WAS AUTOPSY 
© | 2De. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Pert Il of item 1B.) a 
& | OR CONTRIBUTING-PT-eAUSE OP sein ee ee 
© | (lF EITHER, NOTIFY MEDICAL EXAMINER} seen a 
& | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED ) 2Da, PLACE OF INIURY (Home, farm, 20f. (City or lown) ~~ (County) (State) 
S Whila Not Whil factory, siraet, offica bldg., ate.) | 
2 cee at warkel—}etwor SSS 


'y thal ) (this hospilal) allended the deceased from 1 that (I) (we) last 


Z.. and that death occurred a22Pu, from Ihe causes and on the date slated above. 
22b. DATE 


ATTENDING, MED. STAFF ]GNED 

D. DIRECTOR [_} PHYS. [_] Vi Wd 
= iy = ma ¥ Lae 
as myps Ebb Kfar Pere Se = 


23c, bs “A CEMETERY OR aaa ie LOCATION wy] }, hownl oF aa) (Stete) 


250. CF BY REGISTRAR | 25b. REGIST AR'S SIGNATUR: 
SEP Ty 4 ae he 


as 


+ CREMATION, 


9 (epee BEE The 


death, Page 4 may be retained by the hos, 
director, page 3 should be detached for use as the burial 
be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the..death certificate be executed within 24 hours after 
TO FUNERAL DIRECTOR: After this certifi 


VR AIS |. 
2DM Bay 


MARYLAND STATE DEPARTMENT OF REALIN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10872 CERTIFICATE OF DEATH 4 54 


“ie 
}. PLACE OF DEATH 2. USUAL RESIDENCE (Whara deceasad livad, If institution: Residence bafore admission] 


a. COUNTY aS b, COUNTY 
MARYLAND 
b. CITY YOR TOWN (if outside Cage i c. LENGTH OF STAY IN Ib «. CITY OR TOWN le limits, wri URAL e148 give nearest to 
{if not in hospital, <a j d, STREET ADDRESS 


3. NAME OF First = Middle g Last 


= 


d.“NAME OF HO: LOR INSTITUTIO' 


| e. IS RESIDENCE 
ON A FARM? 


nd completely filled in by the fun 


rbon papers. Pages 1 and 2 s! 
within 72 hours after death. 


DECEASED ors; a 
iF 
(Type er print) th RA CF M ae ny / - DEATH 
5. SEX 6! COLOR OR RACE] 7, MARRIED MCI Never MarniD [-] B. DATE OF BIRTH 9. AGE (In yagrs |IF UNDER } YEAR 
Ke last birthday) ("Monihs| Days | F 
€ CL | woowe F]) _ pivorcen oO babe 6- vi 9/3 “O ys. "| 
7 Wa. USUAL OCCUPATION (Give kind of work JOb. KIND OF BUSINESS OR INDUSTRY 


VW. BIRTHPLACE (County & State, or foreign country), 


done during most of working Ii 2 


tar | bun 


WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. 
(Yes, no, or unkown) Lilfyesgivawarordatas ofservica) 
= ras -le FY. Be? £ Z 
V8. CAUSE OF DEATH [Enter only one cause per line for (a), (b),end ©? rea rc " ‘ 
(- 
PART I. DEATH WAS CAUSED BY. 4 LA: aA 
IMMEDIATE CAUSE (2) Car ts Ler tw se a race CEL 


oe dae’ DUE TO 


Conditions, if any, which (b) 
gava risa to immediata cause 3 


Lied I 


ONSET AND DEAI 


cian. 
cate has been signed by the attending physician a: 


The law requires that the death certificate be executed within 24 hours after 


death. Page 4 may be retained by the hose ital or attending phys: 


TO FUNERAL DIRECTOR: After this cet 


(a), stating tha underlying ( DUETO 
es causa fast. (ed) 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. \ WAS AUTOPSY 
Q meal ae PERFORMED 
= 
5 ges ws O50 
i | 2Da. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (E in Part et I of itam 1B.) 
& | OR CONTRIBUTING [1 CAUSE OF DEATH . geomercostuesiof Iniumyils Pag liegker tet Lange! 
& | (F EITHER, NOTIFY MEDICAL EXAMINER) 
% | 20c. TIME OF INJURY Month, Day, Yaar | 20d. INJURY OCCURRED | 2Da. PLACE OF INJURY (Homa, farm,’ 20f. (City ortown) (County) (State) 
5 Riaecieen’ Whila __ Not Whila factory, streat, office bldg., ate.) | 
= 0 lat work at work 


, that 10} (we) last 


ao from the causes and on the aera staled above, 


ATTENDING FF ge: SIGNED 
mo, | PHYS. in es 
Tis. PHYSICIAN'S ; Tid. ADDRESS - 
3 : 
w" Donald A. Knight, M.D. Greenmount, Md wd 


23c, 


director, page 3 should be detached for use as the burial-transit permit. Then please remove cal 


be filed with the State Dept. of Health prior to burial, cremation, or removal, an 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


23a. BURIAL, aes DATE THEREOF 


MOVAL (Spacify) 
cece) ln 7-6 
24 FUDIERAL, DIRECTOR'S: SIGNATURE 


Z 


25e. REC'D BY REGISTRAR | 25b. REGISTRAR'S SIGNATURE 


NAME OF CEMETERY OR CREMATORY | aiswnty bo oe md” 


YR AIS (4) 
20M S-63 


ee | 


ges 1 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Ads 
8. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED[-] | ® DATE OF BIRTH 


FEM & HE widoweD [> __ivorceo 7] |_! ~ 26 -1995— 


10a. USYAL OCCUPATION jae kind of work done 
during ost of working | qf 


9. AGE (In/years | IF UNDER 1 YEAR |IF UNDER 24HRS. 


last birthday) Pwonths | Days 


Hours | Min. 


12, CITIZEN OF WHAT 
COUNTRY? 


FOR STATE MEDICAL EXAMINER’S CERTIFICATE OF DEATH 14 R55 
HEALTH D 2, USUAL RESIDENCE (Whpwe deceased lived, If Institutlon: Residence before admission) 
TATE L, b, COUNTY ‘ j 
a he MARYLAND Afhay AN, ee ll 
55° IN (If outside corporate limits, ¢. LENGTH OF STAY IW1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bem E 6 RURAL and give ngares € 
SHE Se ZY s ‘ rv 
ae se ‘AL OR INSTITUTION (If not In hospital, give street address) ||;d. STREET ADDRESS. 8. 1S RESIDENCE 
ie CS ¥ h ff - ON A FARM? 
eat sg th O 2C. Noo Hodsé A, ME ves] no 
En an Be eS First y Middle a . bast 4. Fas Month Day Year 
‘ol sn (Type or print) a A Pg DEATH 19 G 
os 
=s 
a= 
Ee 
a 


24 hours after death. If any dela 


@.... This certificate should be executed within 


TO DEPUTY MED 


Item 18. Give Pai 


Examiner's Office along with form PM3. 


f 


be used as a burial-transit permit. File pages 


ficate, writing the word “pending” in pene! 


ecute the certi 


please ex 
director. 


should be forwarded to the Chief Medica 


retained for your files. 
TO FUNERAL DIRECTOR 


ge 4 


Pa 


10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) : 
INDUSTRY 
— 


Ba ktimeres 


i] 14, MOTHER'S MAIDEN NAME A 
Ao torg hs SCh mare 
DEVERINU.SFARMEDFDRGES? | 16. SOCIAL SECURITY NO. | 17. INFORMANT ‘Address 
) oe § ‘ 
ovis Tha Lm 


sO! Za 


15. WAS DEC 
(Yes, no, or unke 


wr 


18. CAUSE DF DEATH [Enter only one caus 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 
TA 4 DUE TD 
Conditions, If any, which ) 
gave rise to Immediate 
cause {a), stating the DUE TD 
underlying cause last. (c). 


PART II. DTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) . Recauieed 


ine for (a), (6), and (c).J 


, cremation, or removal, and (Sy 


20a. EXTERNAL CAUSE WAS 
PRIMARY [} or CONTRIBUTING [7 
GAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, 
Hour While Not While factory, street, office bidg., etc.) 
at workL_] at work L_] 


21. | certify that | took charge of the remains described above, held an Autopsy [_], net Inquiry ["], and In my opinion 


death resulted from: Natural causes Accident [], Suicide [7], Homicide [_], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER [_] 


22,_,DATE S)CNED 
Mp, ASSISTANT MEDICAL EXAMINER [_] ote y D 
LOCAT on r county) te) 
, < 

Z 2d 
RE EGISTRAR | 25D. REGISTRAR’S SIGNATURE 


Jal, 
oare_ SEP 8 ib64 pO org Nescige 


ves[] NO SY 
20. DESCRIBE HOW INJURY OCCURRED. (Enter nature oF Injury in Part I or Part 11 of Item 18) 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


ge 3 should 


Pa 
of Health or its designated agent, prior to burial 


ACTUAL 
SIGNATUR' 


EXAMINER'S: 
NAME (Type) 


23acy BURIA 
Keg) REMOVAL 


This certi 


SSsf Es 
o oe 
ez Es 
Ej eso 
Cad ow 
a ad 
fn oF 
ise oS 
ae #8 
ea Ss 
a=) az 
Sa Oy 
ate 25 
a 
i ss 
a = 
ae =e 
3s = 
Sale 
o 
= Zc 
ae. BS 
B= Ss 
S xo — 
-S ge 
cS OS 
tod! ss 
£5 
oe 
88 22 
=— ES 
A) Are 
+ ‘Ss 
52 S& 
s& s5 
ae of 
£5 = 
s ‘Do 
wise 
Sa $9 
oo of 
eS aot 
eo 8S 
BE 55 
i £5 
“ 
ps o_ 
SS 82 
=O ss 
eet 22 
£5 Bo 
55 ss 
noe Qe 
- eS 
Pais] = 
ae) = 
FS Sy 
s=2 GS 
a 
3= oe 
La 
bar 23 
$2 £8 
Seu. 
225% 
2o= 23 
Sl. a7 
Soot s 
2efe8 
aay 
So .Aw 
go5 4° 
& =o 
Sssa5 
g2225 
Sox bx 
2fse 
BBR oS 
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TO DEPUTY Doss 


ficate should be executed within 24 hours after death. If any _ 


VR AIS! 
3500 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mw) N 


MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


PLACE OF DEATH 
a. COUNTY 
C. 


2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. STATE b. COUNTY 


MARYLAND Ma and Bal tA nore Ci ty 
c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
B . Bvoleeg 
d. STREET ime @. IS RESIDENCE 


arroll 
b. CITY OR TOWN (if outside corporate limits, 
write RURAL and give nearest town) 


15 ON A FARM? 
Unk ves) nok) 
Last 4. Lif Month Day Year 
R Wa) SMITH pee September 19 19 6h 
6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED] | & DATE OF BIRTH 9. AGE (In years [IFUNDER 1 YEAR|IF UNDER 24HRS. 
; : 2 Jasf birthday) (Months | Days | Hours ) Min. 
White widows [7] ——ivorceo[ J] 1-)-1889 15. yrs. | 
poss US ep ge ge renen (aa Kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
fe, even If retired) - INDUSTRY COUNTRY? 
Maryland ULS A. 
14. MOTHER'S MAIDEN NAME 
John Smith Hattie Walton 
15. WAS DECEASED EVER INU.S. ARMED FORGES? | 16. SOCIALSECURITYNO, | 17, INFORMANT ‘Address 
(Yes, no, or unkown) | (Ifyes pive war or dates of service) 
No Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Ya 
PART |. DEATH WAS CAUSED BY: * sas 
LL Uf 2 vz MMEDIATE CAUSE () Renal insufficiency month 
LY 2 
TAX DUE TO 
pe eA RS )_Chronic glomerulonephritis — years 
gave rise to Immediate 
cause (e), stating the DUE TO 
underlying cause last, to) i ; i isease years 
z ranean IFICANT CONDITIONS CONTRIBUTING 10 DEATH! I Tore arg U ET ERM PUACDT Gen) CDT [ON GIVENISEAIEH ICG 19. WAS AUTOPSY 
= enic Teacttory pararot -F i i 
OVE P. 2 ype. Fractured right hip. ves] NO 
%& | 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
& | PRIMARY [) or CONTRIBUTING) . i . 
& | CAUSE OF DEATH. Fell out of bed and fractured right hip. 
= | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) QE Se 
2 Hour a.m. While — Not White factory, street, officebidg., etc.) 
21 6:))5 sem. 8- 196), lat work] et work X)| Springfield State |Hospita esvi M 
21. | certify that ! took charge of the remains described above, held an Autopsy [_], _ Inspection ey inquiry and in my opinion 


death resulted from: Natural causes 


Accident x Suicide [_], Homicide [[], Undetermined manner [_] 
' CHIEF MEDICAL EXAMINER [_} 


StenaTuR “7, ASSISTANT MEDICAL EXAMINER JBNED 
ls 2 
fameaye / We Glenn Speiffer, M.D. My j 


23a. Bi HALA REMATI ON 23b. DATE THEREOF 2 NAME OF BEMETERY OR CREMATO! p (City, town or county) 
easnleer by |Z. I ie : 
lok ‘ E Lion Pu Z 
FUNERAL DIRECTO ADORESS 25b. REGISTRAR’S SIGNA 


CZ, 
U 


Pi boir- alih ¢- WW, 


es a a Wee oc 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, aes ses 


10875 CERTIFICATE OF DEATH 14857 


= Pteme—l 12,133,234 -Fies Boe 
1. PLACE OF DEATH nF ae 2. USUAL RESIDENCE (Where deceased lived, If Inslitulion, Residence before edmistion) 
Leo al 2 Ais b. CQUNTY i 

ors Carroll MARYLAND _ aryland rederick WA 
23 b. CITY OR TOWN (it outside corporate limits, | c. LENGTH OF STAYIN Ib || c. CITY OR TOWN [If outside corporele limits, write RURAL end give neeres! town) 
ao write RURAL end give nearest town) 
18 )Rural) Sykesville Oy 9m 25a Lander (rural) © J 
oa d. NAME OF HOSPITAL OR INSTITUTION (if not in hospilel, give sireel address) | d. STREET ADDRESS ~~ | @. IS RESIDENCE 
ae. ON A FARM? 
2 ~|__Springfield State Hospital = --_ ~ 
Sn 3. NAME OF First Middle Last 5 "Month: 
an DECEASED | OF 
Bie Dee) ae senyy: M Snoots DEATH September 7 1964 
S= 5. SEX 6. COLOR OR RACE 7, ARRIED [~] NEVER MARRIED | 8. DATE OF BIRTH 9. AGE (in years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
23 4 lest birthdey) | Months Hours | Min. 
en Male White widowed [|] DIVORCED [_} -/-/1 899? 5 yrs. 


10e, USUAL OCCUPATION (Give kind of work 


12, CITIZEN OF WHAT COUNTRY? 
done during most of working life, even if retired) 


TOb. KIND OF BUSINESS OR per V1. BIRTHPLACE (County & Stete, or foreign country) 


s 


= Farmer _ _| Farming _ | se- Virginia -- USAn 
®c 13, FATHER’S NAME "| 14, MOTHER'S MAIDEN NAME “7 
gs 
a8 -- Unknown x -- __ Unknown . es! 
§ Ry 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
=e {Yes, no, or unkown) | {Ifyesgive werordatesof service) 
aS unknown | unknown ---- Springfield S. 
:& zs = 
= g 18. CAUSE OF 1 DEATH | [Enter only one ceuse per line for te). (b), enc end {c).] *) INTERVAL. BETWEEN 
5 5 PART I. DEATH WAS CAUSED ay: = Arterdoesclerotic heart disease [em apgram 
a. IMMEDIATE CAUSE (e)_ *** 2, Ds Seta" oh ee Bete = A | ee 
sé —a- |= 
29 PQ DUE TO 3 
ge Conditions, if any, which General arteriosclerosis _|_ Years 
8 geve rise to immediete couse ~ J _— - | 
% DUE TO 


{e), steting the underlying 
ceuse last, => (ed 


Zz ART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART He)| 19. WAS AUTOPSY 
2 hronic brain syndrome, associated with cerebral arteriosclerosis PERFORMED? 
|$|_with psychotic reaction. ves &d No [) 

= 20e. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of injury in Pert | or Pert Il of item 18.) 

a | OR CONTRIBUTING (] CAUSE OF DEATH 

‘© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

s 20c. TIME OF INJURY — Month, Dey, Yeer | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, fe im, | 208, {City or town) (County) (State) 
a Hour a.m, While Not While fectory, street, office bldg., ete.) 1 

=| —=— p.m. —— 19 at work et work a. I a & & 


toS.O Dba Zone 19-04 that ® (we) last 


saw the deceased alive on.. a 9 »» and that death occurred 4 2B2CPM, from the causes and on the date stated above. 
22e. SIGNAT 22b. DATE 

ay gal ‘A Wihec [OE Be HA gepege 
22. PHYSCIAN’S 22d. ADDRESS + ; 


name (¥") Konstantin Weber, M.D. Springts 


23c. NAME OF CEMETERY OR aca 


— 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 


IMOVAL {Specify) 
LB en el 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely filled in by the funeral 


director, page 3 should be detached for use as the burial. 


death. Page 4 may be retained by the hospital or attending physician. 
be filed with the State Dept. of Health prior to burial, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


25a. REC'D BY REGISTRAR | 25b. i RS a ledge. 


Pro ag poet 


VR AIS (4) 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10876 CERTIFICATE OF DEATH 14 R58 


z 


in 24 hours after \ 


please remove carbon papers. Pages 1 and 2 shot 
and in any event, within 72 hours after death. 


3 

& 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 

LS UNS AEN} ia 2. STATE b. COUNTY 

2 CARROL MARYLAND || LIAR NLA ML CARROLL 

S b. eS lit outside ore ¢. LENGTH OF STAY IN tb ~~, CITY OR TOWN (If outside corporete limits, write RURAL end give neeres! town) 

ee) end give neerest town] 

= UNjeM BRIDGE YEPRS |X WWW BRIDGE 

. d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) { d. STREET ADDRESS oe eg 
L k DE ROTO: age = WéesT Fhoab WAX _)rsttne pa 


|. NAME OF ‘Middle _ Last 
DECEASED 


(Type or prin! FRAN EWékRb SIVY DE, - Se q+ 5 re 


BPSK 6. COLOR OR RACE| 7, MARRIED PR] NEVER MARRIED [] ATE OF BIRTH 9. AGE (In a. ‘AU IF UNDER 24 HRS. i 


eo f 
WIDOWED [} DIVORCED = DE C 23B- ISG S Palleceapls 3 | FES cee 
1a, USUAL OCCUPATION (Give kind of work 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or id country) 
done during most of working life, even if retired) 


\AvTO DEALER | MAREYLPAD 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


JE RCE SNYDER |JYOLLLE WENT Z_ 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


(Yes, no, or unkown) Ityes give weror datesofservice) 
ES WEAN BiRVER \2/3 -Yb-050/|fUTH W SWOER UN/aN BRD ee Me 2 
1B. CAUSE 01 * DEATH [Enter only one cause per line for (e), (b), end {c)., a Sp a sta 
Pan beam was cust, Cone bina Metin 0. Tee, tess | G&G mewths. 


x DUE TO 


: A 

Conditions, if eny, which wo Anal AD. seh ome 
geve rise 10 immediele cause 

(0), stating the undertying lee? 
cause last. (c) 


12. CITIZEN OF WHAT COUNTRY? 


4S 


ding physician and complete! 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed 


be retained by the hospital or attending physician. 


8 5 
ae 
2.8 
>ES 
Eo} . 
gas 
ce & 
le 
ee 3 
Beg 
Seb 
gaa 
ee ad ‘ 
2 es Fs cs PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie) 19. WAS AUTOPSY” 
Yas 
a i 
225 3s yes [|] NO 
iS E | 20a. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURED. (Enter neture of injury in Perttor Pert ofitemiB.) + 
Sie & | OR CONTRIBUTING [] CAUSE OF DEATH 
£5= | UF EITHER, NOTIFY MEDICAL EXAMINER) 
=o an ee E 
323 % | 20c. TIME OF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Stele) 
< a5 s Hour: While __ Net While fectory, street, office bldg., ete.) | 
aes 2 an 19 et work ["} et work [J 
2 
Dis . | certify that (I) (this hospital) attended the deceased from... We (MES) Looe |e Clee to:88. , 19.....2, that (I) (am) last 
az 
ee saw the deceased alive on /.1.2, [7 .» and that death ee fos from the causes sat on ins date stated above. 
> 2 a z 
aaa 22e. SIGNAT| b. DATE 
Ane ATTENDIN STAFF SIGNED 
Hot Mp. | PHYS. DIRECTOR O rrvs. 1] 146 
HSs He 22. PHYSICIAN'S ; j ADDRESS 
Rea NAME (Typ . Md. 
Bw Zs3 F ee AR) Unmien_ Bridee, ass ee 
ns i B& > ey CREMATION, | 23b. DATE THEREOF ‘| 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION Gee town or COURT) {Stete) 
1D Ae AL {Specity) 
vu va 
9*2 BURGE” \I//7/e ¢ \ MT _ VIEW Wen ERIDCE __ SID 
VR AIS (4) RECTOR’ 


Be do, lar Psp, Wl 


25, REC’D BY REGISTRAR | 2Sb. REGISTRAR’S SIGNATURE 
15M 7/61 { 


\ 


s that the death certificate be executed within 24 hours after 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw re 


VR AIS a 
20M 5-63) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARIAN? 
CERTIFICATE OF DEATH 9 


| 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 


R Ro / "| wh Dye. | e. STATE b. COUNTY “a BLL # 


be Pe ne outside Seedy a a OF STAY IN Ib ¢. CITY OR TOWN itr outside corporats limits, write RURAL end give nearest town) 
writs en ea rest town 
esi Days. Freedam Ave.- Sy Eesv: Me, Mel 
ME OF eS it OR INSTITUTION [if not In hospitel, give street eddre: "a: Fr. eea @. 1S” “RESIDENCE 
ON A FARM? 
_ Pullen Nursing Home eee Fl obtvi [ be x __| ves [No py 
'3. NAME OF First ca Tet = =—Ss«| a. DATE Month Dey > eer ae 
DECEASED . (eas 
ate Della QO. Stansfield |  ™ Sept. 2, 1964 


See 


FemAle 


“8. DATE OF BIRTH 9. AGE (In yeors 


Feb, x EGA lest ee 


We. USUAL OCCUPATION (Give kind of work 0b. KIND OF BUSINESS OR vi 1, BIRTHPLACE County & Stete, or foreig fo country) 


done dyri a most of Ay life, oven if retired) } / 
— [fovs 23 Tt MX 
THER'S see 14. MOTHER'S MAIDEN NAME 


Will hm Ame ss El lig fe Ime 
15, DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


IF UNDER 1 YEAR 
Months | “Deys | 


12. ee s ‘OF WHAT COUNTRY? 


IF UNDER 24 HRS. 
Hours ; Min, 


6. COLOR OR RACE|7. maRRieD [-] NEVER MARRIED [] 
wipowsD [yr Divorcep [|] 


hny event, within 72 hours after death; 


&remove carbon papers. Pages 1 and 2 


2a 


Thenf& 
i 


signed by the attending physician and completely filled in by the funeral 


S (Yes, no, pr unkown) | [Myesgivewerr dates service) 

a we 27-28-93 Mie. Kobeet Stops field Ae igylt by 
<5 18, CAUSE OF DEATH [Enter only one cause portine for (a), (bloand le) ] ~~ “TINTERVAL BETWEEN 
eS PART I, DEATH WAS CAUSED 8Y. os bitall ftee ONSET AND Ea 

eine IMMEDIATE CAUSE (e) é ee 3 
22 - 
anes i * DUETO 
22 ? 
ecee Conditions, if any, which (b) A fis Ma bbe Mekindies (6 Gre 
§ geve risa to immediete couse Nee <<oee 


sp seep ivan et ee owe Lhd valhe VA PG. 


z PART A-OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH ore iS NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
i) Oo PERFORMED 

5 ? Cnn’ vis [] No 

i 120. ACCIDENT WAS UNDERLYING [J/| 20b. eee HOW mmr actly OCCURRED, (Enter nature Of injury ifrFart | or Part Il of item 1B.) ™ a 
& | OR CONTRIBUTING [] CAUSE OF DEA 

G | UF EITHER, NOTIFY MEDICAL EXAMINER) 

3 | 20c. TIME OF INJURY Month, Day, Veer | 20d, INJURY OCCURRED | 20e, PLACE OF INJURY (Home, form, 20K” (Cliy or town] (County) (Siete) 

3 Hour e.m. While ___ Not While factory, street, office bldg., ete.) | 

2 a » jet work [] at work 


21. I certify that (I) (thishospi attended the ro from. wie / that (I) fore) last 
saw the deceased alive o and that death occurred Ath Pp: from thé causes and on thé date stated above. 


oc ae ! \ 4/4 ip Jae MED. STAFF 22b. SIGNED 
any AL F a ia D. pinector [] pHys. [7] “3 ae 


22c. Te SER Ga a) “ice h 22d. ae Ke soVple By 


230. BURIAL, CREMATION, 


‘9 DATE THEREOF Tit NAME OF, nny OR CREMATORY 
MOVAL, Boral ify) 


S-¢Y g Cor 


‘th Wight Sach, Zl 


23d. LOCATION aa) town of county) {Stete) 


Heuned 


C’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


POE 8 19 4 [{CGerkeg Ne 


death, Page 4 may be retained by the hospital or attendin: 


TO FUNERAL DIRECTOR: After this certificate has been 


director, page 3 should be detached for use as the burial 
be filed with the State Dept. of Health prior to burial, 


hysiciap~ 


Then please remoye «: 


the attending pl 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any e¥ent, 


director, page 3 should be detached for use as the burial-transit permit. 


IO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
death. Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by 


VR AIS (4h 
20M S-63 \ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, aes © Sot 


10878 CERTIFICATE OF DEATH Sbt) 


3 
: 
Oo =: 
5 a 1 Rea ni DEATH 2. USUAL RESIDENCE (Whore deceesed lived, If institution: Residence ‘before caries 
ones ae a, STATE b. COUNTY 
2S 7 Carrell MARYLAND Maryland 2 Garre 11 
>ss b. CITY OR TOWN (if oulside corporate limils, ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
ra 5 write RURAL and give neerest town) 
338 ural—Sykesville Bb UAwy Rural- Sykesville _ 
2 ry w d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give str¢y! eddress} d. STREET ADDRESS: | «. 1S RESIDENCE 
ra 2 ON A FARM? 
Sot 
3g \| Bnerald Drive SSS D SS SIS 1 
2aa 3. NAME OF First Middle Month Dey Yeer 
a.0h pee | oF 
a 'ype or print) DEATH 
‘ “orm AT Epp ELROY STARLINGS , Se 7" September 27 196), 
g z. 5. SEX 6. COLOR OR RACE 8. DATE OF BRRTH 9. AGE (In years | IF UNDER 1 YEAR| IF UNDER 24 4 HRS. 


7 MARRIED YF NEVER MARRIED [_] 


Male Cau. wipowep |] divorced [] 


lost is ert ‘Deys | Hours | Min. 


Oe, USUAL OCCUPATION (Giva kind of work 10b. KIND OF BUSINESS OR INDUSTRY? 11. 
done during most of working lifs, avan if es 


insurance agent, John Hancock Ins. Co 


BIRTHPLACE ‘Las & Lo or A? ana 12. CITIZEN OF WHAT COUNTRY? 


Maryland | _U.S. Ae 


13. FATHER'S NAME fone 14, rari 'S MAIDEN NAME 

Geo +, Starlings | Bertha M. Feast + 
15 WAS SSS av IN U.S, ARMED FORCES? | 16, SOCIAL SECURITY NO,] 17. INFORMANT Address, 
(Yes, no, or unkown) | (Ifyesgivewerordetes ofservice) fo>.¢ 262 ade os Dr. 
| Yes_ WW. it 15-10-2322 |Mrs. Olive T. Starlings, Sykesvill. 

18. CAUSE OF DEATH [Enter only one couse pet lina for (a), (b), and (e).] 7 = Beri: 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE in Av. LTA (acaks Wt CBR D10- asews are. nse SF-6 Sf 


DUETO 


Condinorenninenyaewhiah w SPcaure Pe SE A MAROLIA BOS $3 zl G- 2F- é7 
geve rise to immadiate couse 

(e}, steting the underlying OU: 142) 

cause lest. (eo). 


Buriek DIRECTOR'S Cee Liberty =" 


Fd PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Hie)| 19. WAS AUTOPSY 
fe ——— PERFORMED: 
= 
& - YES Oxo el 
= | 208. ACCIDENT WAS UNDERLYING [J | 2Db, DESCRIBE HOW INJURY OCCURRED. injury in Pat | or Part Il of item 18. 
& | Ob CONTRIBUTING 1) CAUSE OF DEATH Db, DES URY O {Enter nature of injury in Part | or Part Il of item 18.) 
& | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
< 20c. TIME OF INJURY Month, Dey, Yeer | 2Dd, INJURY OCCURRED | 2De, PLACE OF INJURY (Home, farm, | 20f. (Cityorfown) (County) ~_ {Stete} 
= eee While __ Not While factory, street, office bldg., ete.) | 
= 19 ‘at work ot work 
21. F certify that (I) (this hospital) attended the deceased from... Le €27 that (1) (we) last 
saw the deceased alive on.. J Ct, and that ie occurred Wl OEM, from the causes a. on the date stated above, 
22e. SIGNATU ZL, 228. DATE 
ATTENDING MED, STAFF fe! 
mp. | PHYS. pirector [7] PHys. [] Frek- 
22c, PHYSICI, ig = 22d. ADDRESS: “ae ee 77 
NAME (Typel - = 
"De. Lowpen &. pfpee RS VAMSWIEEE ie 
23s. BURIAL, CREMATION, | 23b, DATE THEREOF 23e. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) ~ {Stete) 
REMOVAL (Specify) . 3 
1964 |Baltimore National Baltimore, Mryland 


25a. REC'D BY REGISTRAR | 25b. eo Faistihe's IGNATURE 
onBEP 3.0 ned nn ge 


TO HOSPITAL . ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


The law requires that the death certificate be executed within . hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


= 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


BaD tien 2s WECATE Of DEATH 14864 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a, COUNTY a. nT b. COUNTY Z 
Carroll MARYLAND ryland Washington 
iL and give nearest town) 


write RURAL and give nearest town) 
Sykesville -yre3mos.10dys| _,peprsv ope, Hagerstown / 2 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STR 1) j 8 poet 


822k East Ave. 
Springfield State Hospital ree ves] nol 


b. CITY OR TOWN (If outside corporate limits, \y LENGTH OF STAY IN 1b }) ¢. CITY OR TOWN (If outside corporate limits, write RUR. 


remove carbon papers. Pages 1 and 


in and completely filled in by the funeral 
in any event, within 72 hours after d 


3. NAME OF First Middle Last | 4 DATE Month Day ‘Year 
(ype or print) EMMA JANE SWEIGART bight September 21 196 
5. SEX 6. COLOR OR RACE | 7, MARRIED [~] NEVER MARRIED[]| ®& DATE OF BIRTH 3. GE (in years |IF UNDER I VEAR|IF UNDER 26 HRS, 
Female White wipowep [X vivorceo]| 8-12-1878 aa ae eee ue 
10a. USUAL OCCUPATION (Give Kind of workdone) 10b. KIND OF BUSINESS OR TL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during Aine working life, even If retired) INDUSTRY COUNTRY? 
“ Pennsylvania UxS.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
= John A. Daywalt Julia Ann King 
ae 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
=S (Yes, no, or unkown) | (Ifyes give war or dates of service) * 
Sie, No 186-28-6383 | Records, Springfield State Hospital 
= 18. CAUSE OF DEATH [Enter only one cause per ee (a), (b), and (¢).3 geen aa 
ry PART |. DEATH WAS CAUSED BY: Tench opneumo ta A 
ES IMMEDIATE CAUSE (2), cardiovascular disease ays & fears 
J TAA DUE TO : 
Conditions, If any, which o) Generalized arteriosclerosis Years 


gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying cause last, Ved» Ul (o). 
PART II. OTHER SJGNIFICANT CONDITIONS CONTRIBUTING (O DEATHBUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART J. 19. WAS AUTOPSY 
Ghronie bran syndrome ‘assucia wad ween gerebral arteriosclerosis, with PERFORMED? 
lipsychotic reaction. Moderately advanced pulmonary tuberculosis, active yves[] Nok) 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTH! IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m. while Not While factory, street, office bidg., etc.) 


p.m. 19 at work at work 


21. I certify that (I) (this hospital) attended the deceased from_O=11-63 _ j9_ 
saw-the deceased alive ee ig, and that death occurred DED ih the causes and on the date stated above. 
22a/_ SIGNATURE 22b. DATE SIGNED 


es 7 
1M. PRAY RUPE us, HERON Moron RE, Ba | 9-22-61 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


19___, that (I) (we) last 


director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burl: 


} 220. ate Tae Z 3 - | ead. ADDRESS Springfield State Hospital 
| we _Julian Radzykewycez, M.D~ Sykesville, Maryland 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVEL (Specify) | 
2 * enh Ca A 
4, FUNERAL DIRECTOR ADDRESS RAR’S SIGNATURE 


\ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 


VR AIS | 
20M S-63 » 


death. Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


MAARTLAND STATE DEPARTMENT OF REALIA 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


”; CERTIFICATE OF DEATH i 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where decessed ie If oy, By before po) 
e. COUNTY 


d Vt b. CO} 
G arro))- MARYLAND and L527 107 more. 
b. CITY OR TOWN [if outside comorele limits, } ‘5 Son ‘OF STAY IN 1b © eas outside corporete limits /write ably end oe 7794 Town) 
write RURAL end give neerest | a 
7 Jay — ~2 Ted, Oo Y)i-_ 63 Kee 
. NAME (es INSTI bs x no! in, ane 2 street ES ve EY 4 ae Al u Ss e, IS RESIDENCE 
° * ays I rm el /o ‘ } ON A FARM? 
Carrol Yo > aM 


yes |] NOK] 
DATE Month Dey —-Yeer . 
DECEASED "OF ; 
(Type or print) — rm. DEATH g 2G 19 G ¥ 
Baasex 6 eo OR Ay 7. MARI e pan NEVER MAN me bo, LE /, / AGE [In yeors |IF UNDER1 YEAR| IF UNDER 24 HRS. 
ley) Months] Deys | Hours | Min. 
WIDOWED aA DIVORCED > yrs. 
y T0b. KIND OF BUSINESS OR Bhd us HPLACE Ld, ty L or foreign country) 
dong Di is of ay lito, eyatit retired) Md 


12. CITIZEN OF GA 
WSC. oe 2, WE. sl 


E R 
. WAS PE 2 ee Wye ee 16. Lu aie Y NO, 


(Yes, ho, on (lfygsaive werordatesofservice) 


within 72 hours after death. 
€ 


ind completely filled in by the funeza 
bon papers. Pages 1 and 2 sh6 


We, USUAL OCCUPATION a7 kind of work 


14 MOTHER'S MAIDEN NAMI 


and in’any event, 


eo 


Meh OF DEATH [Enier only one couse per line for (e), (b), end (o INTER Az BETWEEN 
PART |. DEATH WAS CAUSED BY. : p =) 

IMMEDIATE CAUSE (e) GEE EBKAL Vase UC AR flee, Den 7 SC Heves 

Lf DUE TO 


Conditions, if eny, which (b) 
geve rise to immediate ceuse 


pt. of Health prior to burial, cremation, or removal, 


{e), steting the underlying (CUETO 
couse lest. {e) 
Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART X(e)] 19. WAS AUTOPSY 
Q Ca ar PERFORMED? 
= Z 
S Bowe to Pueumonil ves [] No [L 
= 200. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert I! of item 1B.) 
& ] OR CONTRIBUTING [? CAUSE OF DEATH 
G (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20. TIME OF INJURY Month, Dey, Yeer ) 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, ferm, ' 20f. {City or town) (County) (Stete) 
= Hour e.m. While Not While fectory, street, office bldg., etc.) | 
3 tte 19 jet work [] et work [] 
21. I certify that (I) (this hospital) attended the deceased from............. ie gi lg Ah 7m ead, that (1) (we) last 


ke 2 (26,192, and that death occurred a3 BM, from the causes mas on the date stated above. 


pee oes ATTENDING MED STAFF 2 ON 
i ee es ss 3 amet te Mo. | PHYS. Ey virector (] prys. [} DA sa 


22c, PHYSICIAN’S 22d. ADDRESS 
ARAME (Type) C 


saw the deceased alive on... 


NAME OF CEMETERY OR CRE: 


ted 


23b. DATE HEROS 


7 BURIAL, CREMATION, CATION (City, town or county) (Steve) 


2 < 


25e. REC'D BY noe 25b. REGISTRAR’S SIGNATURE 


pare EP 29 10 


director, page 3 should be detached for use as the burial-transit permit. Ther~please remove cai 


be filed with the State Dey 


FOR STATE 
HEALTH DEP 
A 2 
32 x% 
Zo as 
2 
agen 
>°2 2g 
cae 
ok == 
Bo a= 
3&s vs 
2S 3 
2S wo 
os .& 
28s 
£58 
aeo 
¢ 


‘ificate should be executed wi 


TO DEPUTY . This ce 


l-transit permit. File pagg 


ia 
of Health or its designated agent, prior to burial, cremation, or removal, and in 


Page 3 should be used as a bur 


Page 4 should be forwarded to the Chief Medical Examine: 


retained for your files. 


please execute the certificate, writing the word “pending” in pent 
TO FUNERAL DIRECTOR: 


director. 


VR A1SME 
3500 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


10887 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 14263 
1. PLAGE OF DEA Z. USUAL RESIDENCE (Where deceased lived, If institution Resldence before admaislon) 
a. COUNTY Cn eeol | he, a. STATE Nn 4. p.county (2, Reb | 


b. ony ‘OR TOWN (If outside compres itmits, | ¢. LENGTH OF STAY IN 1b j| c. CITY OR TOWN (If outside corporate Imits, write RURAL and give nearest town) 


write RURAL and give nearest town) XRo ra js 4 ykes Va Nee 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street — pt ‘STREET ADDR’ 


echoes es 
Covaty }tos, tA | Mineral Hi II Ran yes{]_nofXt 
3. NAME OF Filst Middle Last 4. DATE Month Day Year 
DECEASED OF 
(Type or print) rs ple tb DEATH 19 . 
7, MARRIED [_] NEVER MARRIED [~] | 8 DATE OF BIRTH 24 HRS, 


5. SEX A 6. COLOR OR RACE 


Fempl White WIDOWED PX] __Divorceo ] : /- 27-4 


10a. USUALOCCUPATION (Give kind of work done 
durlng most of working life, even If retired) 


sewife 


13. FATHER’S NAME 


vssel| Brashene 


9, AGE (In years | IF UNDER 1 YEAR |IF UNDER 
last birthday) (Months | Days | Hours Min, 
yrs. 


10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
INDUSTRY, COUNTRY? 


14. MOTHER’S MAIDEN NAME 


EI sje Erte 


UB, WASDECEASED EVER INU.S- ARMEDFORCES? "16, SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
by 0, yes give war or dates of service; ‘ 
= Me. Rosse ll Bea shene~ Sykes vilk, Wd 
18. CAUSE OF DEATH [Enter only one cause pa a), (b), and (c).] ; INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ’ f} . 2 2 INSET AND DEATH 
‘ IMMEDIATE CAUSE (a) 1 /0-AA g 4 
SOK DUE TO 9 Stig 
Conditions, If any, which (b). 


gave rise to Immediate 
cause (a), stating the ( DUE TO 
underlying cause last. (co) 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART (a) | 19. eek 
S or sh 

S ves [] NO bf 
= 20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part 1) of Item 18.) 

& PRIMARY [] or CONTRIBUTING () 

& | CAUSE OF DEATH. 

z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,] 20f. (City or town) (County) (State) 
a Hour a.m. While Not While factory, street, office bidg., etc.) 

¥ m 19 at workL_J_at work 


21. 1 certify that I took charge of the remains described above, heid an Autopsy [_], inspection (yf, inquiry (J, and in my opinion 
death resulted from: ural causes 54, cident [_], Suicide [_], Homicide [_], determined manner [_] 
‘ 


HIEF MEDICAL EXAMINER [_| 
oO 22. ar yy) 


>, ASSISTANT MEDICAL EXAMINER 
At 


» Glenn eicher, Mp aa 


Mare 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


Locust Greve Cemebe) Mt. 


25a. RECfD BY PE PUP M shaw aati 7 
ome SEP 8 1954 flora Nugget 


ACTUAL 
SIGNATUR 


EXAMINER’S 
NAME (Type) 


BURIAL, CREI 
REMOVAL ( 


23a. 


E 


1 


FOR STATE 


HEALTH D 


cessary, 
5 may be 


3 
: 

. 

= 

45 

= 
eS 
ye 

9 

3 

2 

G 

of 


ao 
oy 
3 
> 
m 
tt 
a 
= 
= 
3 
ry 
so 
s 
3 
bad 
a 
2 
= 
Ss 
eS 
st 


© 
a 

2 
“3 
o 
of 
= 

E 
= 


‘orm PM3. Page 


a uF 


TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 and 2 


in pen 
1 Examiner’s Office along with 


pending” 
he Chief Medica 


the word 


certificate should be executed within 2 


is 


director. Page 4 should be forwarded to t 


please execute the certificate, writing 
retained for your files. 


TO DEPUTY MEDI B EXAMINER: Thi 


VR AISME 
3500 4-64 


and in any event 


cremation, or removal, 


of Health or its designated agent, prior to burial, 


® 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


, MEDICAL EXAMINER’S CERTIFICATE OF DEATH 14864 
T. PLAGE OF DEATH ~ Z. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a. COUNTY 5 a, STATE b. COUNTY 
a9 MARYLAND 


RE Maryland 
OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b |! c, CITY OR N (If outside corporate limits, write RURAL and give nearest town) 


b. Cl 
Ite RURAL and give nearest town) 


f ‘ 
Mew) (a We 2 f¢S x New Windsor 
@. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS «ES RESIDENCE 
at ‘115 Main Street yesL]_Nno 


. NAME OF 


First Middle Last 4. DATE Month Day Yoar 


DECEASED IF 
Gige eebent) THOMAS W. Von Staden DEATH = September 2h 19 6h 
5. SEX 6. COLOR OR RACE 9. AGE (In years | IFUNDER 2 YEAR |IF UNDER 24 HRS. 


7. MARRIED [—] NEVER MARRIED [~] | 8. DATE OF BIRTH 


73,1964 last birthday) 


yrs. 


Hours | Min. 


WIDOWED oO DIVORCED ["] 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR BIRTHPLAt 8 FIs. CITIZEN OF WHAT 
during most orking life, even If retired) INDUSTRY 7 Ode A COUNTRY? 
CA Me 3 ASE 
14, MOTHER'S. 


13. U,., 'S NAME l 


pile 


15, WAS DECEASED EVER INU.S. ARMED FORCES? 
(Yes, ne, or unkown) — war or dates of service) 


16. SOCIAL SECURITY NO. aie oe Y, ie , ; Md 


MEDICAL CERTIFICATION 


18. CAUSE OF DEATH [Enter only one cause per Iine for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: ; : Rb Ua 
IMMEDIATE CAUSE (a) 
Jt} DUE TO media 


Conditions, If any, which (b). 
gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying cause last. (c). 


PART I, OTHER SIGNIFICANT CONOITIONS CONTRIBUTING 10 DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


19. WAS AUTOPSY 
PERFORMED? 


ves Ge] No [1] 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
PRIMARY [] or CONTRIBUTING [} 
CAUSE OF DEATH, 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not White factory, street, office bidg., etc.) 
m. 19 at_work at work _| 


21. I certify that ! took charge of the remains described above, held an Autopsy [x], Inspection [_], Inquiry [_], _ and In my opinion 
death resulted fom) Natural causes fx], Accident [_], Suicide J, Homlcide [_], Undetermined manner [_] 
CHIEF MEDICAL EXAMINER {_] 
——Fi.p, ASSISTANT MEDICAL ie 22.. DATE SIGNED 
DEPUTY MEDICAL EXAMINER 


ACTUAL 
SIGNATURE. 


EXAMINER'S 
NAME (Type) 


23a. BURIAL, CREMATION,| 23b, DATE THEREOF 231 
ais it go Ob Vi 


R. Breitenecker, M.D. Address (street, city, town, or county) 9-25-64, 
jc. NAME OF CEMETERY OR CREMATORY 


23d. LOCATION (City, town or county} (State) 
Warehiliv, Pte. 


[2a FUNERAL DIRECTOR 


ADDRESS 


Yepbton- Flax eroul Hrs. Blsraputred Ud - 


2a. REC'D BY REGISTRAR | 250, REGISTRAR’S SIGNATURE 
DATE l A ‘ad 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ea 


CERTIFICATE OF DEATH ] 486 5 
d lived, If institution: Cmictaey Betod 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where d jived, Wf instituti idenc ‘dmission] 
a. COUNTY b, COUNTY G 4 
MARYLAND 4 tral 


b. CITY OR TOWN [if outside corporate timits, 


c. LENGTH OF STAY IN Ib c. CITY OR TOWH (If outside corporate fimits, write RURAL end give pecrest town) 
write RURALfand give ngerest lown) Ke. 
Pstetlun | 70 XM ZA - valle | ele 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give stree! address)  d, STREET ADDRESS 1S RESIDENCE 


ON A FARM? 


YES O NO [ky 
(AME ¢ First Middle lat | . DATE ‘Month Day 


rs. Pages 1 and 2 5) 


SS 


in 72 hours after death. 


thi 


wii 


tors Ww) Wbiaw _j: [ten *ry WaArPhiye | Seq ¥ ney 
B. DATE OF BIRTH AGE (Ih years (IF UNDER 1 YEAR| IF UNDER 24 HRS. 


[Months| Days | 


12. CITIZEN OF 


LS 4 


ician and completely filled in by the fun: 


Jie 6. COLOR OR BACE|7, sARRIED pee |ARRIED [_] | 8 
Whe me 25-18 BPE 


M a wiooweD [] _bivorcep [] 
We, USUAL OCCUPATION ise kind of work 10b. KIND OF BUSINESS OR INDUSTRY "MA A (County & Stete, or foreign country) 
AVChPs fer “a | 


done dur AE ala) life, qven if retired) 

bi 2s ala 

NN JERS NAMI A 14, ae ae: Oe 

LA/ arable “tareke, 


any event, 


9. physi 
Tkén please remove carbon pape! 


The law requires that the death certificate be executed within 24 hours after 


3 ) 7 ea EVER IN U.S, ARMED eu 16, SOCIAL SECURITY NO.| 17. INFORMANT Addre; 
‘es, #6, or unkown] yes give werordetesofservice| Warne, 
2 Z | 87-07-02 eve a, A {Or hel, 
ae ‘GAUSE OF DEATH [Enter only one Cause per line for (e), (b), and (e).] Vea as v e INTERVAL BETWEEN 
33 PART I. DEATH WAS CAUSED BY: Cet. | oat EY T Ay. DEATH 
22 IMMEDIATE CAUSE (e) oes Sas a ee 
a 
no DUE TO 
aus; i re . 10 
28 Conditions, if any, which {b) . al = 
oo geve tise to immediete couse 
a8 [a), steting the underlying ( PUVETO 
25S couse last, (c} 
a] PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)| 19. WAS AUTOPSY 
Yes [] NO [a 


20a, ACCIDENT WAS UNDERLYING [] 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 18.) 


20c. TIME OF INJURY Month, Day, Yeer 
Hour e.m. 


20d. INJURY OCCURRED 


While Not While 
et work ‘et work 


20s. PLACE OF INJURY (Home, farm, | 20%. (City or town) (County) 
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